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VAGINAL CREAM 


wide-spectrum microbicide 

antitrichomonal + antibacterial + antimonilial 
provides potent microbicidal a¢tion in 
and cervical infections; including trichomoniasis 


and nonspecific vaginitis ™ 
Effective—Cured or markedly improved—within 2-3 

weeks—86 per cent of 250 patients wie various types = 
of vaginal infections.'-4 


Broad Spectrum — Pathogens imeluded Trichomonas 
vaginalis, Candida albicans and Hemophilus vagina- 
lis, as well as other gram-negative and gram-positive “> 
organisms.!-4 

Demonstrated Safety — No adverse reactions were ob- 

served during therapy. Neither pregnant women nor An: 

infants delivered during the course of therapy showed 

any signs of untoward effects.* ‘ 

Nonstaining, odorless Triburon Vaginal Cr éam is also 

suited for use during pregnancy, menstruation, for Yd 
senile vaginitis with conjunctive therapy, for pre- 
operative, postoperative and postpartum prophylaxis, 
after cauterization, conization, irradiation. 
Composition: Triburon Vaginal Cream contains 0.1% con- 
centration of Triburon in a white, hydrophilic cream base. 
Dosage: One applicatorful should be introduced into the 


vagina every night for 2 weeks. If necessary, the course 
of therapy may be repeated. 


Caution: Triburon is virtually nonsensitizing and non- : 
irritating, but if evidence of sensitization occurs, use of Ld 
the cream should be discontinued. 


Supplied: 3-0z tubes with 18 disposable applicators. 


References: 1. J. J. McDonough and N. Mulla, to be published. 2. Re- 
ports on file, Roche Laboratories. 3. N. Mulla and J. J. MeDenough, 
Ann. New York Acad. Se., 82:(Art, 1), 182, 1969. 4. LiKE. Savel, 
D. B. Gershenfeld, J. Finkel and P. Drucker, ibid., p. 186. * 


TRIBURON °Chioride— prepy!l- 
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ROCHE LABORATORIES 


Division of Hoffmann-La Roche Ine+ Nutley 10+N. J. 
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He’ll take 


advancing years 


in stride... 


when he takes Riton IC K. 
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The debilitated or aging patient who lacks 
vitality and drive acquires new zest for liv- 
ing with this gentle stimulant and vitamin- 
hormone combination. 


Each Ritonic capsule contains: 


Ritalin hydrochloride MB. 
ethinyl Micrograms 
25 mg. 


Supplied: RITONIC Capsules; bottles of 100. 


RITALIN® hydrochloride 


(methyiphenidate hydrochloride CIBA) ( 1B A 
SUMMIT, NEW JERSEY 
Complete information available on request. 2/277eme 
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in peripheral vascular disease... 
direct, prolonged action 


In both vasospastic and occlusive peripheral vascular diseases, 
CYCLOSPASMOL is orally effective, well tolerated, and notably free 
from side-effects. Clinically proved, it is recommended for the 

control of intermittent claudication in arteriosclerosis obliterans, 
Raynaud’s disease, and Buerger’s disease. Also for treatment of trophic 
and diabetic ulcerations and for circulatory impairment of feet, 

legs, and hands. 


VASODILATING EFFECT OF CYCLOSPASMOL DEMONSTRATED BY THERMAL DATA' 


Before CycLOSPASMOL therapy—average skin temper- 


After CycLospasmot therapy (100 mg. q.i.d. for 2 
ature of fingertips of both hands 


weeks)—average skin temperature of fingertips of 
both hands 


Omin. 5 


10 15 20 25 30 Omin. 5 10 15 20 25 


Patient is 65-year-old woman suffering from peripheral vascular disease attended by 
vasospasm. Before CyCLOsPASMOL, skin temperature remains almost constant fol- 
lowing ice bath. Skin temperature climbs six degrees in the same interval, however, 
when patient is on CYCLOSPASMOL therapy. 


CYCLOSPASMOL 


Cyclandelate (3,5,5 trimethylcyclohexy! mandelate) 
clandelate (3,5,5 trimethylcycloh 

COMPANY ‘ Ives-Cameron; U.S. Patent No. 2,707,193 
aaadastaiaae Reference: 1. Kappert, A.: Schweiz. med. Wchnschr. 85:273, 1955. Bibliography: 1. Van Wijk, T.W.: 


Angiology 4:103, 1953. 2. Gilhespy, R.O.: Brit. M.J. 2:1543, 1957. 3. Gilhespy, R.0.: Angiology 7:27, 1956. 
4. Winsor, T.: Angiology 4:134, 1953. 5. Reeder, J.J.: Geneesk. gids. 31 :370, 1953. 
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Time out for a check-up: With the wall 


ign of the doctor’s office half finished, the 


painters pause in their work. “Let's see 
m= what I can hear,” says one, picking up a 
articles are those of the 
stethoscope. How does it sound? asks 
sarily reflect the opinion of “his patient.” “Mmm... . Sounds just 
the editors or the Journal. like my car when it’s missing. I'd say 


you need a new set of spark plugs—and 
Medical Times is published monthly by Romaine Pierson Publishers, 
Inc., with publication offices at 34 North Crystal Street, East , a month in Florida. For more about 
Stroudsburg, Pa. Executive, advertising and editorial offices at 1447 = the cover painting and art in general 
Northern Boulevard, Manhasset, L. 1., N. Y. Accepted as controlled “ 94. 
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BUFFERIN. DOES EVERY- 
THING PLAIN ASPIRIN CAN 
DOES 
WITH HIGHER SALICYLATE 
BLOOD WITH 
FAR FEWER GASTRIC SIDE 
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Paul, W.D.; Dryer, R.L., and Routh, © Fremont-Smith, P.: ®  Tebrock, H.E.: Ind. Med. & Surg. 

ML: J.Am, Pharm, Assn, J.Am.Med. Assn. 158:386 480-482, 1951, 

(Scient. Ed.) 39:21 (Jan.) 1950. © (June 4) 1955. 0 


FOR A COMPLIMENTARY SUPPLY OF BUFFERIN WRITE: 
BRISTOL-MYERS COMPANY, DEPT. BU-13, 630 FIFTH AVENUE, NEW YORK 20, NEW YORK 
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just as savings—not pocket money— 
insure financial solvency... 


so iron reserves—not hemoglobin— 
insure physiologic solvency 


“Anemia from iron deficiency occurs only when the iron reserves are completely depleted.” 
“,..iron therapy should provide iron for hemoglobin repair and in addition provide iron for 
storage.”! 

IMFERON raises hemoglobin levels and rebuilds iron reserves quickly, safely, surely.23 Precise 
dosage can be computed easily for each iron-deficient patient. (See table in package insert.) 


(1) Holly, R. G.: Postgrad. Med. 26:418, 1959. (2) Evans, L. A. J., in Wallerstein, R. O., and Mettier, S. R.; Iron in Clinical 
Medicine, Berkeley, Univ. California Press, 1958, p. 170. (3) Schwartz, L.; Greenwald, J. C., and Tendler, D.: Am. J. Obst. 


Imferon 


Intramuscular Iron-Dextran Complex 


LAKESIDE LABORATORIES, INC. 
MILWAUKEE 1, WISCONSIN €3960 
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Ten years of experience in countless 
cases—more than 1700 published 
reports—have now established the 
leadership of Butazolidin among the 
potent non-hormonal 

% antiarthritic agents. 


Repeatedly it has been demonstrated 
that Butazolidin: 

a Within 24 to 72 hours produces 

- striking relief of pain. 

: Within 5 to 10 days affords a 

RS marked improvement in mobility 
and a significant subsidence of 

inflammation with reduction of 
“e swelling and absorption of effusion. 


. Even when administered over 

- months or years Butazolidin does 
not provoke tolerance nor produce 
signs of hormonal imbalance. 


Butazolidin® of phenylbutazone): 
Red-coated tablets of 100 mg. pele 
Butazolidin® Alka: Capsules containing 
Butazolidin® 100 mg. ; dried aluminum 
hydroxide gel 100 mg. ; magnesium trisilicate 
150 mg.; homatropine methylbromide 1.25 mg. 


Geigy, Ardsley, New York Gai 
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Helps you 
take the misery out of menopause 


as hormones alone often don’t do 


Fast-acting Milprem directly relieves 
both emotional dread and estrogen deficiency 


Bosage: One Milprem tablet t.i.d. in 21-day courses Many physicians find that estrogen therapy is 

with one-week rest periods; during the rest ° ° 

periods, Miltown alone can sustain the patient. not enough for the woman who is also filled o 
with anxiety by her menopause. Her emotional 


Composition: Miltown (meprobamate) + conjugated dread may make her so miserable that it 
estrogens (equine). 


Supplied: Milprem-400, each coated pink tablet becomes a real clinical problem. 
contains 400 mg. Miltown and 0.4 mg. conjugated oa ° 
estrogens (equine). Milprem-200, each coated This is where Milprem helps you so much. It ‘ 


old-rose tablet contains 200 mg. Miltown calms the woman’s anxiety and tension; pre- 
and 0.4 mg. conjugated estrogens (equine). ° 

Both potencies in bottles of 60. vents moody ups and downs; relieves her 
Literature and samples on request. insomnia and headache. At the same time, it 


checks hot flushes by replacing lost estrogens. 
The patient feels better than she did on estrogen 
therapy alone. And your counsel and your 


® 
Mil rem assurances can now help her make her 
adjustment much faster. 
(Miltown® plus natural estrogens) 
ff WALLACE LABORATORIES / New Brunswick, N. J. 


CMP-1306 


12a MEDICAL TIMES 


| 
/ 


MEDICAL TIMES 


EDITOR-IN-CHIEF 


ASSISTANT EDITOR 


ASSISTANT EDITOR 


ART DIRECTOR (COVERS) 


ASSISTANT ART EDITOR 


ASSISTANT ART EDITOR 


FINANCIAL EDITOR 


TRAVEL EDITOR 


PRODUCTION EDITOR 


ASSISTANT PRODUCTION 
EDITOR 


(VOL. 88, NO. 3) MARCH 1960 


JOURNAL FOR THE FAMILY PHYSICIAN 


PERRIN H. Lona, M.D. 
Chairman, Dept. of Medicine, College of Medicine at 


N. Y. C., State University of New York. Chief, Dept. 
of Medicine, Kings County Hospital, Brooklyn, N. Y. 


YALE Enson, M.D. 


SALVATORE R. CuTOLO, M.D. 


STEVAN DOHANOS 


GILL Fox 


ALEX KOTZKY 


C. NORMAN STABLER 


JOHN F. PEARSON 


KATHERINE C. WEBER 


JAMES F. MCCARTHY 


CONTRIBUTIONS Exclusive Publication: Articles are accepted for publication with the under- 
standing that they are contributed solely to this publication, are of practical value to the family physi- 
cian and do not contain references to drugs, synthetic or otherwise, except under the following con- 
ditions: 1. The generic and not the trade name must be used, provided that no obscurity results and 
scientific purpose is not badly served. 2. In relation to therapeutic agents, the policy enumerated by 
the Council on Drugs of the American Medical Association will be followed by this journal. When 
possible, two copies of manuscript should be submitted. Drawings or photographs are especially desired 
and the publishers will have halftones or line cuts made without expense to the authors. 


MEDICAL TIMES Contents copyrighted 1960 by Romaine Pierson Publishers, Inc. Permission for 
reproduction of any editorial content must be in writing from an officer of the corporation. Randolph 
Morando, Business Manager and Secretary; William Leslie, Ist Vice President and Advertising 
Manager; Roger Mullaney, 2nd Vice President and Ass’t Advertising Manager; Walter J. Biggs, Sales 
and Advertising. West Coast Representative: Ren Averill Co., 232 North Lake Street, Pasadena, 
California. Southwestern Representative: John L. Hathaway, Ren Averill Co., 2603 Nichotson Drive, 
Dailas 24, Texas. Published at East Stroudsburg, Pa., with executive and editorial offices at 1447 
Northern Boulevard, Manhasset, N. Y. Subscription rate $15.00 per year to physicians and medical 
libraries. All other subscribers $20.00 per year. Canada and Foreign postage $5.00 extra. Notify 
publisher promptly of change of address. 


4 
€ 
. 
13a 


Raudixin-the cornerstone of antihypertensive therapy- 
helps relieve the pressures in your patients-helps 
relieve the pressures on your patients / 50 and 100 mg. tablets 
whole root rauwolfia for exceptional patient response 


Squibb Quality —the Priceless ingredient 


Squibb Whole Root Rauwoltia Serpentina/‘RAUDIXIN’® 15 A SQUIBB TRADEMARK 


MEDICAL TIMES 


2 
: 
ull : 
y 
SQUIBB 4 
BY 
s 
I4a 


Board of Associate Editors 


MATTHEWS _ Harvey B., M.D., F.A.C.S. ¢ New Canaan, Conn. 
BRANCATO Georce J., M.D. Brooklyn, N. Y. 
CUTOLO — SALVATORE R., M.D. * New York, N. Y. 
McHENRY _L. Cuester, M.D., F.A.C.S. * Oklahoma City, Okla. 
HARRIS  AuvcGustus L., M.D., F.A.C.S. Essex, Conn. 
BROWN Ear e G., M.D. Mineola, N. Y. 
UTTER’ Henry E., M.D. ¢ Providence, R. I. 
LLOYD Ra PH I., M_D., F.A.C.S. Brooklyn, N. Y. 
MERWARTH R., M._D., F.A.C.P. * Brooklyn, N. Y. 
HILLMAN RoBert W., M.D. ¢ Brooklyn, N. Y. 
TADROSS Victor A., M.D. ¢ Brooklyn, N. Y. 
MAZZOLA _ VINCENT P., M.D., D.Sc., F.A.C.S. ¢ Brooklyn, N. Y. 
GORDON ALFRED, M_D., F.A.C.P. Philadelphia, Pa. 
BROWDER _ E. JeFrerson, M.D., F.A.C.S. * Brooklyn, N. Y. 
COOKE WILLARD R., M.D., F.A.C.S. ¢ Galveston, Texas 
SCHWENKENBERG ARTHUR J., M.D. ¢ Dallas, Texas 
GILCREEST EbGar L., M.D., F.A.C.S. San Francisco, Calif. 
MARSHALL WALLACE, M.D. * Watertown, Wisc. 
BARRETT = JouN T., M.D. © Providence, R. I. 
GRIFFITH B. HeEROLD, M.D. ¢ Chicago, Hl. 
BAUER Dorotny, M.D. Southold, N. Y. 
MARINO A. W. MarrtTIN, M.D., F.A.C.S. Brooklyn, N. Y. 
POPPEL MaAxweE Lt H., M.D., F.A.C.R. * New York, N. Y. 
GOODMAN _~ HERMAN, B.Sc., M.D. * New York, N. Y. 
HOYT ELIZABETH K., M.D. ¢ Brooklyn, N. Y. 


(VOL. 88, NO. 3) MARCH 1960 


- 

15a 


INTRAMUSCULARLY. SUBCUTANEOUSLY. 


for new 
flexibility 
in control 
of infections 


0 @ « Offers the full 
effectiveness of 
CHLOROMYCETIN (chloramphenicol, Parke-Davis) plus high tissue tolerance, ready 
solubility in parenteral fluids, ease of preparation, and minimal irritation at the site 
of injection. Supplied in 10-cc. Steri-Vials,® each containing the equivalent of 1 Gm. 
chloramphenicol, in packages of 1 and 10. 
CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated 
with its administration, it should not be used indiscriminately, or for minor infections. Furthermore, as with 


certain other drugs, adequate blood studies should be made when the patient requires prolonged or inter- 


mittent therapy. 
s 


. IP): PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN as760 


(chloramphenicol sodium succinate, Parke-Davis) 
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Therapeutic Reference 


The following index contains all the products advertised in this issue. Each product has beet. 
listed under the heading describing its major function. By referring to the pages listed, the 
reader can obtain more complete information. All of the products listed are registered trade- 
marks, except those with an asterisk (*). 
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Decadron 35a, 36a, 37a 
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Metreton 117a 
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Polaramine 232a, 233a 
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Ursinus 


Analgesics, Narcotics, Sedatives and 
Anesthetics 

Alurate 24a 

Analexin Between pages 182a, 183a; 183a 
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Empirin Compound 169a 
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Antibacterials 
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Antibiotics and Chemotherapeutic Agents 


Bacimycin 139a 

Chloromycetin Succinate 16a 
Declomycin 58a, 59a 

Erythrocin Oral Suspension 112a 
Panalba 98a, 99a 

Panalba KM 24la 
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Anticholinergics 

Enarax 234a, 235a 

Milpath 65a 

Pathibamate 26a, 27a 
Pro-Banthine with Dartal 100a 
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Anticoagulant Therapy 


Miradon 22a, 23a 


Antidepressants 
Deprol 70a 
Nardil 94a, 95a 
Niamid 49a 
Tofranil 57a 


Antiemetics 
Bonadoxin 88a 


Appetite Stimulators 


Cynal Between pages 174a, 175a 
Redisol 66a 


Arthritic Disorders and Gout 


Anturan 20la 

Butazolidin 10a 

Delenar 42a, 43a 

Parafon with Prednisolone 
Sterazolidin 12la 


Cardiovascular Disorders 


Apresoline 132a 
Apresoline-Esidrix 173a 
Arlidin 96a, 97a 

Butiserpine 6la 

Citrus Bioflavonoids 184a, 185a 
Cyclospasmol 4a 

Digitaline Nativelle 220a 
Diupres 146a, 147a 

Diuril 118a, 119a 

Gitaligin 153a 

Isordil 170a, 17la 

Miltrate 62a 

Peritrate 20 mg. 199a 
Pronestyl 

Raudixin l4a 

Rauwiloid 210a 

Serpasil 114a, 115a 
Serpasil-Apresoline 133a 
Singoserp 74a, 158a, 159a, 23la 
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now available 


*DILAUDID 
Cough Syrup 


for coughs that must be controlled 


dependable 
convenient 

pleasant tasting 
economical 


Formula: Each 5 cc. (1 teaspoonful) contains: 
DILAUDID hydrochloride . . 1 mg. (1/64 gr.) 
Glyceryl guaiacolate 100 mg. gr.) 
in a pleasant peach-flavored syrup 
containing 5 per cent alcohol. 


Dose: 1 teaspoonful (5 cc.) repeated in 
i three to four hours. 


(for children adjust dose according to age) 


*Subject to Federal narcotic regulations. Dilaudid,® brand of dihydromorphinone, E. Bilhuber, Inc. 


KNOLL PHARMACEUTICAL COMPANY 


(formerly Bilhuber-Knoll Corp.) 
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Central Nervous Stimulants 


Peptolin 60a 
Ritonic 3a, 190a 


Contraceptives 


Delfen 136a 

Immolin 180a, 18la 
Koromex Compact 212a 
Lanesta Gel 68a 
Preceptin 136a 


Cough Control 


Ambenyl Expectorant 108a, 109a 


Cothera Compound 236a, 237a 
Dilaudid Cough Syrup 18a 
Novahistine-DH 34a 
Robitussin, Robitussin A-C 28a 
Romilar CF 90a, 9la 

Tessalon 217a 


Diagnostic Agents 
Color-Calibrated Clinitest 129a 


Diarrheal Disorders 
Cremomycin 187a 
Spensin-PS 32a 
Diuretics 

Naturetin 45a, 46a, 47a 


Dressings 
Tucks i98a 


Edema 
Diuril 118a, 119a 


Epilepsy 


Mebaral 64a 
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Equipment and Supplies 


Bard-Parker Sterile Blades * 206a 
Birtcher Equipment * 238a 

Frigidaire Automatic Washers * 240a 
Miranda “C” Camera 182a 


Eye, Ear, Nose and Throat Preparations 


Biomydrin Nasal Spray/Drops 135a 
Neo-Hydeltrasol Nasal Spray 84a 
Orabiotic Chewing Gum Troches 67a 


Gastrointestinal Therapy 
Entozyme_ 157a 
Oxaine Between pages 34a, 35a 


G.U. Preparations and Antiseptics 


Furadantin 20a 


Hematinics 


Chel-Iron 200a 

Iberol Opposite page 143a 
Imferon 8a 

Mol-Iron 186a 

Pronemia 193a 


Hemorrhoids and Rectal Disorders 


Rectal Medicone Suppositories 178a 
Rectal Medicone Unguent 179a 


Hemostasis 


Koagamin 154a 
Mephyton 30a, 3la 


Immune Serums 


Hyparotin 224a, 238a 
Tetravax 239a 


Infant Formulas and Milks 
Enfamil 89a 
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194 


a preexisting 
pyelonephritic 


all Liiliciekias action against a wide range of gram-positive and: 
gram- negative bacteria including: organisms such as staphylococci, 
Proteus and certain strane of donuts: resistant to other agents 


development of bacterial resistance after 

rs of extensive Clinical use = excellent tolerance—nontoxic_ 

‘Widnes, liver and organs = sa 


NCES: 1. Campbell, M. F.: Principles of Urology, ladelphia, W. Gaede 
4 NITROFURANS—a Unique Class of antimic 
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Laxatives and Anticonstipation Preparations 


Dorbane, Dorbantyl, Dorbantyl Forte 53a 
Kondremul 166a 
L. A. Formula 214a 


Menstrual, Premenstrual and 
Menopausal Syndromes 


Milprem 12a 


Migraine 
Ergomar 243a 


Muscle Relaxants 


Norflex 56a 

Parafon 22la 

Rela 134a, 162a, 163a 

Soma Opposite page 83a; 83a 


Parkinsonism 
Cogentin Cover 4 


Parsidol 127a 
Phenoxene 44a 


Skin Disorders 

Acid-Mantle 203a 

Desenex 194a 

Fostex 85a 

Neo-Aristoderm 130a, 13la 
pHisoHex 216a 

Resulin 125a 

Selsun Opposite page 142a 
Sulpho-Lac 230a 

Vergo 188a 

Vitamin A & D Ointment 245a 
Vitamin A & D Ointment with Prednisolone 172a 


Steroids and Hormones 


Deladumone 195a 
Medrol 150a 
Nugestoral Cover 3 
Tace 175a, 177a 
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Throat Infections 


Bistrimate 80a 


Tranquilizers 

Atarax Illa 

Mellaril 40a, 
Meprospan-400 124a 

Miltown Opposite page 82a; 20Sa 
Permitil 78a, 79a 

Sparine 155a 

Trilafon 102a, 103a 


Ulcer Management 


Aludrox SA 92a 
Milpath 228a 


Upper Respiratory Infection Preparations 
Kryl 72a, 73a 


Nolamine 192a 
Otrivin 50a, S5la 


Vaginal Preparations 


Premarin H-C Vaginal Cream 138a 
Triburon Vaginal Cream Cover 2 
Trichotine 196a, 197a 

Tricofuron Improved 143a 

Vagisec 86a 


Vitamins and Nutrients 


Beminal Forte 52a 

Delectavities 215a 

Eldec 226a, 227a 

Filibon 213a 

Homagenets 202a 

Lederle Nutritional Formulas 105a, 106a, 107a 
Myadec 167a 

Natalins Comprehensive 207a 

Stresscaps 54a 

Vi-Sol Vitamin Drops 165a 


Weight Control 


Ambar Extentabs 75a 

Appetrol 191a 

Bamadex 224a, 228a, 230a, 240a 
Preludin 8la 
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rapidity of induction and 


recovery time—Prothrombin levels 
usually fall to 50 per cent in 6 hours, 
to therapeutic range of 15 to 30 per 
cent in 48 to 72 hours—Normal limits 
restored in 12 to 48 hours by stopping 
the drug. 


stabil ty in maintenance ther- 


apy — “Once the prothrombin levels 
had been reduced to the therapeutic 


bracket, they were maintained there 
with little difficulty on daily doses of 
the drug.’”* 


Well tolerated and relatively non-toxic 


no nausea and vomiting, diarrhea, proteinuria, 
agranulocytosis or leukopenia yet observed — 
chromaturia infrequent and transient. 


Single daily dose convenience 


Packaging— Mirapon Tablets, 50 mg., bottle 
of 100. 


control—at every stage of anticoagulant 
therapy—-certified before introduction 
by five years of intensive clinical study = ° 
and published reports 


predictability of initial 
and maintenance dosages—One dose : 
usually produces a “predictable fall in 
prothrombin activity.”’—In day-to-day 
use “‘a single daily dose produces 
striking uniformity of response....’’° 
—‘‘Results are reproducible.’’* 


reversibility of anti 
coagulant effect—Safe prothrombin 
levels restored in 5 to 8 hours with vita- 
min K,.’—‘‘The anticoagulant effect 
can be restored rapidly by remedica- 
tion.’’*—Drug resistance minimal. 


Bibliography: (1) Lange, K.; Mahl, M. M.; Perchuk, E., and 
Enzinger, J.: Anisindione: A New Improved Anticoagulant, 
Scientific Exhibit, Presented at Annual Meeting, A.M.A., New 
York, June 3-7, 1957. (2) Blaustein, A.: New York J. Med. 
58:701, 1958. (3) Lange, K., et al.: Am. Heart J. 55:73, 1958. 
(4) Paul, H. A.; Arscott, PR M.; Koppel, J. L., and Olwin, J. H.: 
Surg., Gynec. & Obst. 108:605, 1959. (5) Olwin, J. H.; Arscott, 
P. M., and Koppel, J. L.: Geriatrics 13:773, 1958. (6) Kellaway, 
G.: Brit. M. J. 2:889 (Oct. 11) 1958. (7) Connell, W. E, and 
Mayer, G. A.: Canad. M. A. J. 80:785, 1959. : 


For complete information on indications, dosage, precautions 
and contraindications consult the Schering Statement of 
Directions. 
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Miuradon ..“is an excellent oral 
anticoagulant, of which we are 
now making extensive use in both aeute 
and long-term anticoagulant therapy.” 


new oral prothrombin depressant 


rapid induction sustained therapeutic levels rapid recovery 


\ 
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PROTHROMBIN TIME (sec.) 


3 4 5 6 7 11 12 13 
100 
a Patient B. Z. 
Coronary thrombosis 
(chronic recurrent) 
S Adapted from series of A. Blaustein, M.D., Flushing, New York 
a 

é Therapeutically or prophylactically indicated in coronary 
$ occlusion with myocardial infarction, acute and chronic 
= thrombophlebitis, thromboembolic phenomena, trauma of 


blood vessels, and all pathologic conditions of blood clotting, 
both venous and arterial. 
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ELIXIR LURATE DISRUPTS TENSION 


Dependable, prompt-acting daytime sedative. 


Broad margin of safety. Virtually no drowsiness. Over a quarter century of successful clinical use. 
Alurate is effective by itself and compatible with a wide range of other drugs. To avoid barbiturate 
identification or abuse, Alurate is available as Elixir Alurate (cherry-red) and Elixir Alurate Verdum 


Adults: 14 to 1 teaspoonful of either Elixir Alurate or Elixir Alurate Verdum, 3 times daily. ALURATE®—brand of aprobarbital. 


(emerald-green). 


ROCHE  asorartorics « Division of Hoffmann-La Roche Inc @ Nutley 10, N.J. 
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Off the Record... 


Standard Procedure 
A very good-looking young patient with a 
battered knee was examined, then sent down to 
the x-ray lab, sent up again to have definitive 
treatment. The nurse said, “Just like a strip- 
tease here in the office, undressing three times.” 
“I am a stripteaser” was the embarrassing 

answer to my nurse. 
Denver, Colo. 


Overheated 

A few months ago I was giving a little old 
lady an ultrasonic treatment on her leg. I asked 
her if she thought the treatments were helping 
her. “Oh, no!” she replied, “the only thing 
that helps me are the hot complications I put 
on before I go to bed.” 

I finally decided that she combined the words 
“hot applications” and “hot compresses” to get 
“hot complications.” 

B.L., MDs’ Ass’t. 
Santa Monica, Calif. 


Just Never Learned How 

An elderly gentleman came into the office 
saying he had trouble breathing. 

I immediately began taking a history and 
asking questions regarding the respiratory sys- 
tem: Are you short of breath? “No.” Do you 
cough? “No.” Does your chest hurt? “No.” 
Do you need more than one pillow to sleep 
on? “No.” 

The completely negative responses puzzled 
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True Stories From Our Readers 


Contributions describing actual and unusual happenings in your practice 
are welcome. For obvious reasons only your initials will be published. An 
imported sculptulite figurine . . 

. will be sent in appreciation for each accepted contribution. 


. an amusing caricature of a physician 


me, and I finally said, “Mr. Jones, I’m not sure 
just what you mean when you say you're having 
trouble breathing.” 

His reply stopped me short. “Oh, it’s prob- 
ably nothing,” he said. “I guess I never was 
much of a hand for breathing.” 

J.D.B., M.D. 
Sparta, Wis. 


Much More Nutritious 


Recently I called on one of my maternity 
patients in the hospital to ask if she wanted 
her new baby boy circumcised. 

Her reply was, “No sir, I don’t believe so. 
I think I will just put him on the bottle.” 

B.F.C., M.D. 
Oxford, Ala. 


Better Than Whiskey 


In our city we have two hospitals. On a 
delivery at one of the hospitals it was dis- 
covered that there were no more ampules of 
ergotamine or pituitrin. 

As it was late at night the husband was sent 
to the other hospital with a note to the nurse 
to give him an ampule of ergotamine and an 
ampule of pituitrin. 

This was obediently done by the nurse and 
the man returned, having been injected in each 
arm and feeling a little peculiar from such 
treatment for a new father. 

W.H.R., M.D. 
Frankfort, Ky. 


Concluded on page 29a 
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meprobamate with PATHILON® tridihexethyl chloride Lederle 


greater flexibility in the contro/ of tension, hypermotility 
and excessive secretion in gastrointestinal dysfunctions 


PATHIBAMATE combines two highly effective and well-toler- 
ated therapeutic agents: 
mebrobamate (400 mg. or 200 mg.) widely accepted tranquilizer and... 
PATHILON (25 mg.)—anticholinergic noted for its peripheral, atropine-like 
action, with few side effects. 


The clinical advantages of PATHIBAMATE have been confirmed by nearly 
two years’ experience in the treatment of duodenal ulcer; gastric ulcer; 
intestinal colic; spastic and irritable colon; ileitis; esophageal spasm; 
anxiety neurosis with gastrointestinal symptoms and gastric hypermotility. 


Two dosage strengths — PATHIBAMATE-400 and PATHIBAMATE-200 
facilitate individualization of treatment in respect to both the degree of 
tension and associated G.|. sequelae, as well as the response of different 
patients to the component drugs. 


Supplied: PATHIBAMATE-400 — Each tablet (yellow, '/2-scored) contains 
meprobamate, 400 mg.; PATHILON tridihexethy! chloride, 25 mg. 
PATHIBAMATE-200 — Each tablet (yellow, coated) contains mep- 
robamate, 200 mg.; PATHILON tridihexethy! chloride, 25 mg. 
Administration and Dosage: PATHIBAMATE-400 —1 tablet three times a day at mealtime and 
2 tablets at bedtime. 
PATHIBAMATE-200 —1 or 2 tablets three times a day at mealtime 
and 2 tablets at bedtime. 
Adjust to patient response. 
Contraindications: glaucoma; pyloric obstruction, and obstruction of the urinary bladder 
neck. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 


(VOL. 88, NO. 3) MARCH 1960 


a @ 
ij 
270 


Glyceryl guaiacolate (Robitussin) exerts ‘‘the most 
intense and prolonged’’? expectorant action “‘of 
practically all drugs presently used clinically as 
expectorants.’’2 It increases the secretion of Re- 
spiratory Tract Fluid almost 200 per cent.2 


Increased R.T.F. helps liquefy sputum,24 making 
it less viscid and easier to raise? and enabling the 
upward-beating tracheal and bronchial cilia to be- 
come more efficient.3:5 


And increased R.T.F. provides a demulcent effect 
that helps soothe dry, irritated membranes lining 
the respiratory passages.™3.6 


Through these ‘‘significantly superior’? expecto- 
rant effects, Robitussin increases the probability 
that a cough will achieve its natural purpose—that 
is, to remove irritants such as exudates or mucus 
from the respiratory tract.14.5 


Robitussin’ 


glyceryl guaiacolate, 100 mg., in each 5 cc. tea- 
spoonful 


Robitussin’ A-C 


glyceryl guaiacolate, 100 prophenpyridamine 
maleate, 7.5 mg.; and codeine phosphate, 10 mg.; 
in each 5 cc. teaspoonful 
Exempt narcotic 

references: 1, Blanchard, K., and Ford, R. A., Journal- 
Lancet, 74:433, 1954. 2. Cass, L. J., and Frederik, W. S., Am. Pract. 
Dig. Treat., 2:844, 1951. 3. Hayes, E. W., and Jacobs, L. S., Dis. 
Chest, 30:441, 1956. 4. Blanchard, K., and Ford, R. A., Clin. Med., 


3:961, 1956. 5. Blanchard, K., and Ford, R. A., Rocky Mt. M. J., 
an No. 3, 1955. 6. Boyd, E. M., et al., Can. M. Assoc. J., 54:216, 


Company Inc., Richmond 20, Va. 
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Off the Record... 


Concluded from page 25a 


Very Special Tissue 
The patient had made a normal recovery 
from her surgery and the tissue report was 
favorable. The morning she was ready to go 
home, she showed me her hospital bill and 
asked me to check it for correctness. 
Looking it over, I said, “Everything’s O.K.” 
“I thought so too,” she said, “except for 
that $10 charge for ‘tissue.’ I used only one 
roll all the while I was here.” 
C.R.S., M.D. 
Oklahoma City, Okla. 


RSVP—And Bring Bandages 


A certain local surgeon who had devoted 
much time and effort to the school board was 
about to have one of the new schools named 
after him. 

In the issue of our local paper devoted ex- 
tensively to the coming school dedication there 
was an article on the doctor and a picture of 
his swimming pool. The last sentence in the 
caption for the photo read as follows: 

“Slash parties are the ’s favorite form 
of entertainment.” 


M. J. W., M.D. 
Berea, Ohio 


Sticky Problem 


Among the hazards of practicing in Arizona 
is the problem of handling “braceros,” Mexi- 
can nationalists who are brought in to pick 
cotton each fall. Living in camps with only 
rudimentary toilet facilities, they elimi:ate the 
bathing problem by disregarding it. 

Recently several braceros were being 
checked in the office for “athlete’s foot.” My 
nurse thoughtfully utilized an aerosol deo- 
dorant during the examination to protect my 
olfactory organs. 

Everything proceeded well until I noticed 
a stickiness of my hands. Checking, I found 
that she had inadvertently been spraying the 
men’s feet with an aerosol adhesive. 

The braceros probably are still wondering 
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about the medicine that kept them from chang- 
ing socks after I had so strongly directed them 
to change socks daily. 
I'm sure they call me “that crazy gringo 
doctor!” 
J. T. O., M.D. 
Casa Grande, Ariz. 


Where Else? 


Recently a lady came to my office for an 
insurance examination. After completing it, 
I asked her to step to the lavatory and leave 
a specimen of urine for my laboratory assistant 
to check. When my assistant went to look for 
the specimen she couldn’t find it. 

Fortunately, the patient was still in my re- 
ception room, waiting for a relative to call for 
her. My lab assistant asked her where the 
specimen was. 


The patient replied: “In the bowl, of 
course.” 
P. J. N., M.D. 
Milwaukee, Wis. 
Europe’s A Confusing Place 


I was examining a soldier and trying to get 
his past history. I said, “Have you ever been 
in a hospital at any time?” 

“Oh sure,” he replied. “I had an irregular 
‘pulps’ and I was in the hospital for a week in 
Paris or France—one of those countries.” 

J. D. B., M.D. 
Sparta, Wis. 


At A Discount, Too 


I do quite a bit of work with infertile 
couples. Recently a couple who are patients 
of mine attended a party where someone in- 
formed the group that my wife was pregnant 
again. 

One man in the group greeted the news with 
this: “Why shouldn’t she be? Her husband’s 
in the business!” 


C. N., M.D. 
Providence, R. I. 
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BD) FAS: SG) (HAS ib SISAL SALT 
2 
: 
a For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. a 
2 
3 


“ . has amore prompt, more potent and more prolonged 
effect than the vitamin K analogues. .. . Its reliability in 
treating undue hypoprothrombinemia from anticoagulant 
therapy is of particular importance. [Mephyton] can be 
depended on to reverse anticoagulant-induced hypopro- 
thrornbinemia to safe levels whether bleeding is only 
potential or actually has occurred.” 


Council on Drugs: New and Nonoefficiai Drugs, 
Phiiadeiptia, J. B. Lippincott Co., 1959, p. 661. 


vitamin Ks 


Supply: Tablets 5 mg. Bottles of £00. Emulsion, 1-cc. ampuls 
containing 10 mg. and 50 mg. per cc.; bexes of 6 ampuls. 


16 4 OF MERCK & 


mQo MERCK SHARP & DCHME, DIVISION OF MERCK 4 CO., Inc, PHILADELPHIA 1, PA. 
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IVES-CAMERON COMPANY 
New York 16, New York 


IN TABLET FORM 


for control of 
infectious diarrhea 


All the advantages of liquid SpENsIN-PS in convenient 
tablet form. Two synergistic antibiotics, polymyxin 
and dihydrostreptomycin for decisive bactericidal 
action. The activated adsorbent of 5 to 8 times kaolin’s 
capacity: Attapulgite—shown by in vitro studies to 
adsorb enteropathogenic viruses and bacterial endo- 


toxins. 


Spensin-PS: removes bacterial endotoxins kills 
organisms susceptible to polymyxin and dihydro- 
streptomycin + restores normal fluid absorption + 
soothes irritated intestinal mucosa + produces stools 


of normal consistency. 


SPENSIN’-PS 


Tablets and Suspension: Activated attapulgite, pectin, 
alumina with polymyxin B sulfate and be *pto- 


mycin 
*TRADEMARK 
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Edited by Maxwell H Poppeil, M.D., F.A.C.R., Professor of Radiology, 
New York University College of Medicine and Director of Radiology, Bellevue Hospital Center 


Forty-two-year-old male. Chief Complaint—recurrent attacks 
of severe epigastric pain not relieved by ulcer regimen. 


Which is your diagnosis? 


Unabsorbed contrast medium 3. Pyloric obstruction 
. Relapsing pancreatitis 4. Cholelithiasis 


(Answer on page 240a) 
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when head colds 


become 


chest colds 


Novahistine-DH’ . 


LIQUID 


controls cough spasm and decongests air passages. Novahistine combined with dihydro- 
codeinone relieves respiratory congestion and controls useless, exhausting cough. And the 
delicious grape flavor of Novahistine-DH makes it appealing to both adults and children. Each 
5 cc. teaspoonful contains: phenylephrine HCI, 10 mg.; prophenpyridamine maleate 12.5 mg.; 
dihydrocodeinone bitartrate, 1.66 mg.; chloroform, approx. 13.5 mg., and I-menthol, 1 mg. 
Exempt narcotic. @ And for all-day or all-night relie-—two |ong-acting Novahistine-DH Cough Tablets 
will quiet cough and relieve bronchial congestion for 8 to 12 hours. 


PITMAN-MOORE COMPANY + DIVISION OF ALLIED LABORATORIES, INC. « INDIANAPOLIS 6, INDIANA 
*TRADEMARK 
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a pathological entity 


NORMAL MILD MODERATE 
GASTRIC MUCOSA CHRONIC GASTRITIS CHRONIC GASTRITIS 
Reversible. Glandular pat- Reversible. irregular dis- 
tern, muscularis well pre- tribution of glands. Early 
served. intestinalization of surface 


epithelium. Disruption of 
muscularis secondary to 
inflammatory process. 


Microscopic views of gastric biopsies, courtesy of E. Deutsch, M.D, originally published as part of study, Chronic 


Gastritis, Deutsch, E., and Christian, H. J.: J.A.M.A. 16922012 (Apr. 25) 1959. 


histologically demonstrable 


SEVERE 
CHRONIC GASTRITIS 
Irreversible. Considerable 
distortion of glands. Mu- 
cous cells indicate conver 
sionto colonic-type tissue. 
Fragmentation of 

cularis. 


é 
ting 


disorders related 
to gastritis 


indigestion 
A heartburn 
spastic colon 
esophagitis 
duodenitis 
irritable bowel dyspepsia 


a & vomiting 


symptoms 


Pain - Food - Pain—as opposed to Pain - Food - Relief in peptic ulcer 
Persistent, generalized upper abdominal pain—as opposed to localized pain of peptic ulcer 
Bloating, sensation of fullness when only a small amount of food has been ingested 


Possible severe weight loss—40 to 80 pounds 
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treatment for 


gastritis 


containing’ a gastric mucosal anesthetic 
2, an original development, result of 5 years 


research and clinical trial 


OXAINE is indicated for many gastric 
disorders, such as gastritis, which are not 


ee A totally managed by diet, antacids and anticholinergics. 


As reported in J.A.M.A., OXxAINE brought complete relief to 96°, 

partial relief to 4%, of 92 patients suffering substernal pain and upper abdominal distress. 
Deutsch, E., and Christian, H.J.: J.A.M.A. 169:2012 (Apr. 25) 1959. 


OXAINE provides sustained anesthesia over many hours, unaffected by ebb and flow of gastric contents. 
Oxethazaine, the mucosal anesthetic in OxAINe, is 4000 times 

more potent topically than procaine. Safe, not a “‘caine.”’ Only two known 

cases of sensitivity (glossitis) occurred in extensive clinical trials. 

Easily administered, simple dosage regimen—just | or 2 tsp. 4 times daily, 15 minutes 
before meals and at bedtime. Bland, noncloying over long-term administration. 


*Trademark 
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A Century of Service to Medicine 


Mice of symptoms spells 

new 


Oxethazaine in Alumina Gel, Wyeth 


- 


a mucosal anesthetic for 


GASTRITIS 


Description: Each 5 cc. teaspoonful contains 10 mg. of oxethazaine 
[N,N-bis-(N-methyl- N-phenyl-t-butyl-acetamido)-beta- 
hydroxyethylamine] in alumina gel. 

Dosage: Usual dosage is | or 2 teaspoonfuls 4 times daily, 

15 minutes before meals and at bedtime. 

Do not exceed recommended dosage. 


Supplied: Bottles of 12 fluidounces. 


Limitations: In case of overdosage, dizziness, faintness 
or drowsiness may be experienced by some patients. 
Constipation may be aggravated by therapeutic doses 
of OxAINE, but can be mitigated by adequate fluid intake 
and use of dietary roughage or a mineral oil preparation. 


The possibility of gastrointestinal carcinoma 
should be considered in patients with 
protracted or recurrent indigestion. 


Wyeth Laboratories 
Philadelphia 1, Pa. 


*Trademark 
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Acute exacerbation of contact dermatitis 


see next page 


(Courtesy of William C. Grater, M.D., Dallas, Texas) 


After 4 | Days of treatment wit 


DEXAMETHASONE 


Additional literature is available to physicians on request 


/ 


After / Days of treatment with 
. only 1 mg. q.i.d. of Decadron‘¢7 


EXAMETHASONE 


Photo 6 days following the discontinuation of therapy 
Pp Merck Sharp & Dohme oivision of merck & CO., tnc., PHILADELPHIA 1, PA. 


DECADRON is a trademark of Merck & Co., Inc. 


Coming | 


next month... 


Problems of Measurement of Tobacco 
Smoking in Clinical Investigations and 
Epidemiological Surveys 

By Dr. Harvey B. Haag, Ph.D., B.S., M.D., 
Professor of Pharmacology; Paul S. Larson, 
M.D., Ph.D., Professor of Pharmacology; and 
Herbert Silvette, Ph.D., M.D., Visiting Profes- 
sor of Pharmacology, Department of Pharma- 
cology, Medical College of Virginia, Rich- 
mond, Virginia. 


Rejection of Breast Feeding 

By Eva J. Salber, M.B., Ch.B., D.P.H., M.D., 
Research Associate Department of Epidemi- 
ology, Harvard School of Public Health; As- 
sistant Physician, Children’s Medical Center, 
Boston, Massachusetts. 


Psychiatric Treatment Resources: A 
Guide for the Family Physician (Part 1) 


By Charles E. Goshen, M.D., Washington, 
Bc. 


What is Eczema? 
By G. A. Grant Peterkin, M.D., Physician-in- 
Charge, Skin Department, Royal Infirmary, 
Edinburgh, Scotland. 


Geriatric Restoration to Self-Care 

By Herbert Kent, M.D., Associate Professor, 
Department of Physical Medicine, University 
of Oklahoma School of Medicine, Oklahoma 
City, Oklahoma. 


Detection of Voice Problems in Gen- 
eral Practice 

By David W. Brewer, M.D., Clinical Associ- 
ate Professor of Otolaryngology; F. Bertram 
Briess, M.D., Instructor of Otolaryngology, 
SUNY Upstate Medical Center, Syracuse, 
New York. 


Common Foot Problems 

By Leonard Marmor, M.D., Department of 
Surgery, Division of Orthopedics, University 
of California Medical Center, Los Angeles, 
California. 
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Why you can 
prescribe 


DORIDEN’ 
for nearly 
all insomnia 
patients 


Because it acts smoothly, because 
it is metabolized rapidly, because 
it apparently has no toxic effect 
on the liver or kidney, Doriden is 
indicated in many cases where 
barbiturates are unsuitable. With 
Doriden, for example, you can 
prescribe a good night’s sleep for 
patients sensitive to barbiturates, 
elderly patients, patients with 
low vital capacity and poor re- 
spiratory reserve, and those un- 
able to take barbiturates because 
of renal or hepatic disease. And 
Doriden patients awake refreshed 
—except in rare cases, there’s no 
morning “hangover.” SUPPLIED: 
Tablets, 0.5 Gm., 

0.25 Gm., 0.125 Gm, 


DORIDEN® (glutethimide c1Ba) 2/ 27618 
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how does Mellaril differ from other potent tranquilizers? 


THIORIDAZINE 
specific, effective tranquilizer 


“~ 


~ provides highly effective tranquilization, 
relieves anxiety, tension, nervousness, 


but is virtually free of such toxic effects as 
Jaundice 
Parkinsonism 
blood dyscrasia 
dermatitis 
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greater specificity of tranquilizing 
action results in fewer side effects 


Virtual freedom of Mellaril 
from major toxic effects is 
due to greater specificity 
of tranquilizing action 
—divorced from such 
“diffuse” effects as anti- 
emetic action. 


“Thioridazine |Mellaril] is as effective as the 
best available phenothiazine, but with 
appreciably less toxic effects than those 
demonstrated with other phenothiazines.... 
This drug appears to represent a major 
addition to the safe and effective treatment 
of a wide range of psychological disturb- 
ances seen daily in the clinics or by the 
general practitioner.”* 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. 


*Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 1959, 
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Delenar 


for the first time... 
total corticoid-relaxant- 
analgesic therapy 


Now you can resolve musculoskeletal inflammation 
rapidly with the newest steroid . . . relax the attendant 
spasm with a proved muscle relaxant . . . and relieve 
the pain with a safe, inherently buffered analgesic... 
to keep the rheumatic man in motion e With new 
DELENAR you can resolve a broad range of rheu- 
matic complaints. You can maintain the man in mo- 
tion safely with the lower steroid dosage of DELENAR, 
in rheumatoid arthritis-traumatic arthritis—low-back 
complaints—fibrositis—chronic fibromyositis—rheuma- 
toid spondylitis—tendinitis—and early osteoarthritis. 
formula therapeutic actions 

Dexamethasone* 0.15 mg. Newest Steroid for Anti-inflammatory Action 


Orphenadrine HCl 15mg. Proved Muscle Relaxant, Helps Restore Motion 
Aluminum Aspirin 375 mg. Fast Analgesic Relief of Motion-Stopping Pain 


Dosage: Two tablets q.i.d.; after improvement is obtained, gradually reduce 
dosage, and discontinue where possible. Packaging: DELENAR Tablets, 
bottles of 100 and 1,000. Precautions and Contraindications: Because 
DELENAR Tablets contain dexamethasone, the precautions observed with this 
corticoid apply to their use. @ocronn™ 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY S Ws . 
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relieves rigidity 
and reduces muscle spasm 
in the 
parkinson patient 


a new synthetic compound 


“Chlorphenoxamine (Phenoxene) exerts a gentle yet potent action . .. a muscle 
relaxant action also an energizing and stimulating action, without induction of 
excitement or agitation. Patients are able to move faster and more freely and with 
greater strength and longer endurance. It helps to loosen rigid muscles, and it 
successfully counteracts akinesia, tiredness, and weakness.’’* 


*Doshay, L. J., and Constable, K.: Treatment ef Paralysis Agitans with Chlorphenoxamine Hydrochloride, J.A.M.A. 
170:37 (May 2) 1959. 


A REPRINT OF THE COMPLETE ARTICLE AND CLINICAL TRIAL SUPPLIES ARE AVAILABLE ON REQUEST. 


PITMAN-MOORE COMPANY 


iM DIVISION OF ALLIED LABORATORIES, INC. . INDIANAPOLIS 6, INDIANA 
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“When compared to other members of this heterocyclic group 
of compounds, this drug [NATURETIN] shows a significantly 
increased natriuresis and decreased loss of potassium and bicar- 
bonate. In this respect it more closely approaches a natural or 
‘ideal diuretic.’ It is effective upon continuous administration 
and causes no significant serum biochemical changes. It is 
effective in a wide variety of edematous and hypertensive states 
and represents a significant advance in diuretic therapy.” Ford, 
R.V.: Pharmacological observations on a more potent benzo- 
thiadiazine diuretic; accepted for publication by the American 
Heart Journal. 
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Squibb Benzydroflumethiazide 


a more Closely approaches the ideal diuretic 
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a single 5 mg. tablet once a day 
provides all these advantages’ 


prolonged action — in excess of 18 hours 

convenient once-a-day dosage 

low daily dosage — more economical for the patient 

no significant alteration in normal electrolyte excretion pattern 

repetitively effective as a diuretic and antihypertensive 

greater potency mg. for mg.—more than 100 times as potent as chlorothiazide 
potency maintained with continued administration 

low toxicity — few side effects — low salt diets not necessary 


comparative studies with chlorothiazide, hydrochlorothiazide, and Naturetin 
disclose that smallest doses of Naturetin produce greater weight loss per day 
in hypertension, Naturetin, alone or in combination with other anti- 
hypertensives, produces significant decreases in mean blood pressure 

and other favorable clinical effects 

@ purpura and agranulocytosis not observed 


@ allergic reactions rarely observed 


2Reports (1959) to the Squibb Institute for Medica! Research, 


Naturétin —Indications: in control of edema when diuresis is required, in congestive heart failure, 

in the premenstrual syndrome, nephrosis and nephritis, cirrhosis with ascites, edema induced by drugs 
(certain steroids); in the management of hypertension, used alone, combined with Raudixin (Squibb 
Rauwolfia Serpentina Whole Root), or with other antihypertensive drugs, such as ganglionic blocking agents. 


Contraindications: none, except in complete renal shutdown. 


Precautions: when Naturetin is added to an antihypertensive regimen including hydralazine, 

veratrum, and/or ganglionic blocking agents, immediate reduction must be made in the dosage for all 

preparations; the dosage for ganglionic blocking agents must be decreased by 50% to avoid a precipitous 

drop in blood pressure. This also applies if these hypotensive drugs are added to an established Naturetin 

regimen . . . in hypochloremic alkalosis with or without hypokalemia . . . in cirrhotic patients or those on 

digitalis therapy when reductions in serum potassium are noted . . . in diabetic patients or those a 

predisposed to diabetes . .. when increased uric acid concentrations are noted . . . when signs— 


leg or abdominal cramps, pruritus, paresthesia, rash — suggestive of hypersensitivity, are noted. 


Naturétin — Dosage: in edema, average dose, 5 mg., once daily, preferably in the 
morning; to initiate therapy, up to 20 mg., once daily or in divided doses; for 

° maintenance, 2.5 to 5.0 mg., daily in a single dose. Jn hypertension: suggested 
initial dose, 5 to 20 mg. daily; for maintenance, 2.5 to 15 mg. daily, depending 
on the individual response of the patient. When Naturetin is added to an anti- 


hypertensive regimen with other agents, lower maintenance doses of each << . ; 
- drug should be used. Squibb Quality — 
N t ati . the Priceless 
aturetin_ Supplied: tablets of 2.5 mg. and 5 mg. (scored). Ingredient 


AND ‘NATURETIN’ ARE SQUIBB TRADEMARKS. 
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Coroner’s Corner 


A 24-year-old white woman 
was driving a car on an icy street when she 
slid on the ice into a parked automobile amidst 
heavy truck traffic. A man who witnessed the 
accident helped the woman drive the car 
around the corner to avoid further complica- 
tions. The woman moved to the front seat 
next to the driver’s and was moaning and 
groaning. The man called the police. When 
they arrived, they found the woman slumped 
in the front seat. She was rushed to a nearby 
hospital, but was pronounced dead on arrival. 

An autopsy was performed approximately 
one hour following the accident. The body was 
that of a well built, well nourished female 
measuring 5 feet 2 inches and weighing ap- 
proximately 145 pounds. The abdomen was 
moderately distended. Rigor mortis was ab- 
sent. There was no external evidence of injur- 
ies. Upon opening the body, the serous cavi- 
ties were found free of fluid. The uterus was 
enlarged to a size of approximately five months’ 
pregnancy. The intact sac contained a male 
fetus measuring 13 cm. from crown to rump. 
There was a separation of placenta with mas- 
sive retroplacental hemorrhage. The lungs 
were heavy and showed many hemorrhagic 
areas. A considerable amount of frothy fluid 
was obtained on pressure. All the other organs 
did not disclose significant abnormalities. 


A beautiful imported German apothecary jar will be 


sent to each contributor of an unusual case report. 


Microscopic examination revealed a fresh 
retroplacental hemorrhage and many small 
plugs of fibrin around the placenta. 
fibrin plugs were seen in the pulmonary vas- 
cular bed. 


Similar 


CONCLUSION: The woman died of shock 
following massive retroplacental hemorrhage as 
the result of traumatic injury of a pregnant 
uterus. 

COMMENTS: The work of Schneider and 
others demonstrated profound disturbances of 
coagulation in obstetric shock and abruptio 
placentae. Blood from retroplacental hema- 
toma, unlike other hematomas, may return 
directly to the general circulation. Even small 
volumes of such blood entering maternal circu- 
lation suffice to initiate an autoextraction of 
thromboplastin-rich decidua and to convert 
fibrinogen into fibrin, leading to intravascular 
coagulation. Experimental production of 
abruptio placentae by trauma in rabbits dem- 
onstrated widespread intravascular fibrin de- 
posits leading to prompt, severe shock and 
death. 

This case illustrates the danger of even minor 
injury to a pregnant uterus and the “murder- 
ous” role of a large steering wheel in auto- 
mobile accidents. 


LEON L. BLUM, M.D. 


Terre Haute, Indiana 
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eases mental adjustment to menopause 


NIAMID brightens the outlook of depressed menopausal patients — 
gradually helps them become alert, cheerful, relaxed, and better able 
to cope with their surroundings. 


Start with 75 to 100 mg. of NIAMID daily and adjust according to response. 
In routine use, up to 200 mg. is given. The gradual response to 
NIAMID may be noted within several days or weeks. 


Infrequent, mild side effects may occur but often are lessened or 
eliminated by dosage reduction. NIAMID has not been reported to cause 
jaundice, disturbances of color vision, ankle edema, or skin eruptions. 


NIAMID (brand of nialamide) is available as 25 mg. (pink) and 
100 mg. (orange) scored tablets. 


Already prescribed for more than 500,000 patients. 


A Professional Information Booklet is available on request from the Medical 
Department, Pfizer Laboratories, Div., Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


Science for the world’s well-being 
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“In no case... 


was there any rebound congestion.” 


Your youngest patient as well as your oldest will find new Otrivin 
an unusually gentle yet remarkably effective nasal decongestant. 
Otrivin works quickly; its action is prolonged. Typical of many 
clinicians’ reports is the one published by Kolodny': Of 64 pa- 
tients studied, 92 per cent had good or excellent results. ‘In no 
case studied was there any rebound congestion. Local side effects 


were minimal. . . . Extremely few systemic effects occurred. .. .” 


NEW 
OTRIVIN GENTLE RELIEF OF STUFFY NOSE 


ON PRESCRIPTION ONLY 


Otrivin is safe even for the very young. “The particularly striking 
feature of Otrivin solution was the absence of side effects, even in 


infants as young as two wecks.’? “It is effective in low concen- 
trations and is a safe nasal vasoconstrictor for even the young 


patient.” 
Supp.iep: Otrivin Nasal Solution, 0.1%; dropper bottles of 1 ounce. Otrivin Nasal 


Spray, 0.1%; plastic squeeze tubes of 15 ml. Otrivin Pediatric Nasal Spray, 0.05%; 


plastic squeeze tubes of 15 ml. 


ReEFERENCEs: |. Kolodny, A. L.: Antibiotic Med. 6:452 (Aug.) 1959. 2. Davis, M. Rus 
To be published. 3. Peluse, S.: In press. 


Complete information available on request. 


Otrivin® hydrochloride (xylometazoline hydrochloride CIBA) 


C I B A SUMMIT, N. Jd. 
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“All my surgical patients get an extra lift with ‘Beminal’ Forte” 


pre- and post-op A 250 
. age mg. of vitamin C and massive 
to improve nutrition doses of B factors to meet the 


...aid tissue repair when requirements are high 
and reserves are low. Prescribe 
“Beminal’, Forte pre- and post- 
operatively, during convales- 
cence, and for patients on special 
ORTE diets to improve the prognosis 
and accelerate recovery. 


Supplied: No. 817 — Bottles of 100 
Therapeutic B Factors with Vitamin C and 1,000 capsules. 


Ayerst Laboratories New York 16,N. Y. * Montreal, Canada 


MEDICAL TIMES 


he 
. 
U 
| 
6009 
52a 
= 


TAR G ET ACTI 0 N specifically on the large bowel 
® 
‘ selective peristaltic stimulant - smooth, overnight action 
- no griping - well tolerated - non-habituating 
. Available in 75 mg. scored tablets and suspension. 


(1, &dibydroxyanthraquinone) 


IR’ Double-strength capsules for maximum economy 
(Dorbane, 50 mg. + dioctyl sodium sulfosuccinate, 100 mg.)* 


Vv 

| For lower dosage and in children. 
euaie Available in capsules and suspension. 

(Dorbane, 25 mg. + diocty] sodium sulfosuccinate, 50 mg.)* 


*In proportions proved optimal by clinical trial] in over 550 cases. 
(Marks, M. M.: Clin. Med. § +151, 1957.) 


Schenfas SCHENLABS PHARMACEUTICALS, INC + New York 1, N.Y. manufacturers of NEUTRAPEN® for penicillin reactions. 


Ace. U.S. Pat. OFF. DORBANTYL FORMULA PATENTED 


wii 


Therapeutic vitamins in the “therapeutic” jar 
Any severe disease process undermines the nutritional integrity of tissue. ' To counteract physiologic 
stress depletion of B and C vitamins, prescribe high potency STRESSCAPS... in burns... fractures... 


severe infection... surgery .. . and in chronic disorders such as arthritis, alcoholism or colitis. 


The attractive STRESSCAPS jar also plays an important therapeutic role... reminding the patient of 


his daily dosage . . . assuring adequate intake for full metabolic support. 
Each capsule contains: 
Thiamine 
Mononitrate (B,) 
Riboflavin (B,) 
Niacinamide 


Calcium Pantothenate ... 
Vitamin K (Menadione) .. . 


Average dose 1-2 capsules daily. Stress Formula Vitamins Lederle 


1. Spies, T. D.: J. A.M. A, 
167 :675 (June 7) 1958. 


> LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


Ascorbic Acid (C) ....... 300mg. 
Pyridoxine HCI (B,) ...... 2mg. — 
Vitamin By, ............ 4megm. 
2 mg. 
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ACROSS 


. Pertaining to the blood 
. Any eruptive disease 
. Redness due to 
inflammation 

. Sarcasm 

. Avenue (abr.) 

. Muscle sugar 

. Wind indicators 

. Sodium, roentgen 
(symbols) 

. Pertaining to boron 

. Suffix signifying 

native of 

. Tactile end-organs 

. Girl's name 

. Clear liquid in blood 
(pl.) 

. A sirupy liqueur 

. Bovines 

. Form of thou 

. Particle of matter 

. Pertaining to amnesia 
. Eludes 

. Not the same 

. Any baglike organ 

. Watchful 

. Reproves 

. Battle horses 

. Small island 

. Oxygen, dysprosium, 
iodine (symbols) 

. Bones (Lat.) 

. Pendulum of the palate 
. So be it 

. Kidney (Lat.) 

. An ancient galley 

. Period of time 

. Grind the teeth in pain 
. No more 

. A part that revolves 

. Meat garnish 

. Cyanogen, argon 
(symbols) 

. Classify 

. Birds’ homes 

. The letter S 

- Bottoms of the feet 
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Medical Teasers 


A challenging crossword puzzle for the physician 
(Solution on page 198a) 


DOWN 


. Urticaria 

. Obliterate 

. Mass of protoplasm 
. Suffix indicating an 


alkaloid 


. Sac containing liquid 
. Large gland behind the 


stomach 


. Egg-shaped 
. Abnormal dryness of 


conjunctiva 


. Bones connecting 


vertebra to sternum 


. One (Span.) 
. Sodium borate 
. A carbohydrate 


. Can again 

. Acidity 

. Mesh of nerve fibers 

. Absence of the nipples 
. Pain in the shoulder - 

. Large colonies of 


bacteria 


. Female sex gland 
.... Angeles 

. And so forth 

. Though (var.) 

. Milk 

. The letter D 

- Do wrong 

. Serological test for 


syphilis ( abbr.) 


. An acute infectious 


disease (pl.) 


A. BROWN 


. Aspersion 
. The first man 


Make evident 
Part of the body having 


special function 


. Intelligence 

. Breaks in two 

. Protons 

. Bronze or steel, for 


example 


. Wear away 
. Nostrils 
. Thorium, cesium 


(symbols) 


. Unit of work ( pl.) 


Rest 


. The mouth (comb. 


form) 


mm 
| 
| 
16 
2 
25 
45 
47 
22 48 
57 3 28 Pp 
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67 34 
39 
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For Dependable Relief of 
Skeletal Muscle Spasm... 


T'wo Tablets Per Day | 


orphenadrine citrate 


ADVANTAGES 


e Mobility is restored quickly and 
associated pain relieved by prompt 
relaxation of muscle spasm. 


e Prolonged action and potency pro- 
vide round-the-clock benefits —in- 
cluding uninterrupted sleep. 


e Impairment of general muscle 
tonus has not been reported when 
the recommended standard dos- 
age is followed. 


INDICATED IN ALL TYPES OF ACUTE MUSCLE SPASM 


following sprains, strains, whiplash STANDARD DOSAGE Only one tablet : 
injuries, intervertebral disc syndrone, b.i.d. for all adults regardless of age, 
chronic osteoarthritis, etc. weight, or sex. Simple dosage assures 


maximum patient cooperation. 


Ne orflex for prompt, safe 


spasmolytic action 


er patents pending Rik 
Northridge, California 
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depression 


brand of imipramine HCl 


In the treatment of depression lights the road to recovery 
Tofranil has established the . 
remarkable record of producing in 80 per cent of cases 


remission or improvement in 
approximately 80 per cent 
of cases.'~” 


Tofranil is well tolerated in usage— 
is adaptable to either office or 
hospital practice—is administrable 
by either oral or intramuscular 
routes. 


Tofranil 
a potent thymoleptic... 
not a MAO inhibitor. 


Does act effectively in a// types of 
depression regardless of severity 
or chronicity. 


Does not inhibit monoamine 
oxidase in brain or liver; produce 
CNS stimulation; or potentiate other 
drugs such as barbiturates and 
alcohol. 


Detailed Literature Available 
on Request. 


Tofrinil® (brand of imipramine HC1), tablets of 
25 mg., bottles of 100. Ampuls for intramuscular 
administration only, each containing 25 mg. in 

2 cc. of solution, cartons of 10 and 50. 


References: 1. Ayd, F.J., Jr.: Bull. School Med. 
Univ. Maryland 44:29, 1959. 2. Azima, H., 
and Vispo, R. H.: A. M. A. Arch. Neurol. & 
Psychiat. 87:658, 1959. 3. Lehmann, H. E. 
Cahn, C. H., and de Verteuil, R. L.: Canad. 
Psychiat. A. y. 3:155, 1958. 4. Mann, A. M., 
and MacPherson, A. S.: Canad. Psychiat. A. J. 
4:38, 1959. 5. Sloane, R. B.; Habib, A., and 
Batt, U. E.: Canad. M. A. J. 80:540, 1959. 
6. Straker, M.: Canad. M. A. J. 80:546, 1959. 
° 7. Strauss, H.: New York J. Med. 59:2906, 1959. 
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properties 


new broad-spectrum 


greater inhibitory action...lower intake per 
dose...DECLOMYCIN produces equivalent or 
greater clinical activity with less antibiotic because 
of two basic factors: (1) increased potency, and 
(2) longer retention. 


broad-spectrum control in depth. Higher ac- 
tivity level enhances range of previous antibiotics. 
Some problem pathogens have been found more 
responsive. Strains of Pseudomonas, Proteus and 
A. aerogenes heve proved sensitive to DECLOMYCIN. 


sustained activity level. DECLOMYCIN main- 


tains a more constant level of activity. Infection is 
quickly resolved. 


24-48 hours extra activity...protection 
against relapse. Antimicrobial control is main- 
tained after stopping dosage. Most other antibiotics 
dissipate rapidly on withdrawal. 


REFERENCES: 
1-9. Papers read at Seventh Symposium on Antibiotics, 
Washington, D. C., November 4-6, 1959. 

10. Compiled from clinical reports, Department of Clinical 
Investigation, Lederle Laboratories, January, 1960. 
CAPSULES, 150 mg., bottles of 16 and 100. 

Dosage: average adult, 1 capsule four times daily. 
PEDIATRIC DROPS, 60 mg./cc. in bottle of 10 cc. with cali- 
brated dropper. 

ORAL SUSPENSION, 75 mg./5 cc. tsp. in 2 oz. bottle. 


OEMETHYLCHLORTETRACYCLINE LEDERLE 


MEDICAL TIMES 


| 
. 
| 
4 
( 
58a 
. ; 


performance 


genitourinary infection. Roberts, M. S.; Seneca, H., 
and Lattimer, J. K.,’ New York, N. Y.—Ninety-one percent 
of the Gram-positive and 27 per cent of the Gram- 
negative, among 66 organisms cultured from geni- 
tourinary infection, responded to DECLOMYCIN. 
Serum antibiotic activity was found three times 
greater than with tetracycline. 


toleration. Boger, W. P., and Gavin, J. J.,2 Norristown, 
Pennsylvania— Side effects with DECLOMYCIN were 
minimal. When dosage was 0.5 to 1 Gm. daily in 
divided doses, only two of 82 patients exhibited 
nausea. 


activity level sustentation. Kunin, C. M.; Dornbush, 
A. C., and Finland, M.,? Boston, Massachusetts—Of the 
four tetracycline analogues, DECLOMYCIN Demeth- 
ylchlortetracycline showed the longest sustained 
activity levels in the blood. 


gonococcal infection. Marmell, M., and Prigot, A.‘ 
New York, N. Y.-Of 63 cases of gonorrhea, 61 
promptly responded after short courses of DECLO- 
MYCIN. Therapeutic effect was found equal to that 
of intramuscular penicillin. 


bronchopulmonary infection. Perry, D. M.; Hall, G. 
A., and Kirby, W. M. M.,5 Seattle, Washington — Of 30 cases 
of acute bacterial pneumonia, all were afebrile fol- 
lowing two to 10 days of treatment with DEcLo- 
MYCIN. Results were good in 21.... All of six 
patients with acute bronchitis responded promptly. 


pediatric infection. Fujii, R.; Ichihashi, H.; Minamitani, 
M.; Konno, M., and Ishibashi, T.,* Tokyo, Japan— In 309 pe- 


new broad-spectrum 


diatric patients with various infections, DECLO- 
MYCIN was effective in 75 per cent. 


pneumonia. Duke, C. J.; Katz, S., and Donohoe, R. F.,’ 
Washington, D. C.— Results were satisfactory in all but 
two of 32 cases of acute bacterial pneumonia, of 
which only 11 were uncomplicated. No side effects 
were observed. 


pustular dermatosis. Blau, S., and Kanof, N. B.,* New 
York, N. ¥.—Results with DECLOMYCIN were excel- 
lent in both of two cases of impetigo, one of two 
cases of folliculitis, six of nine cases of furunculo- 
sis, all of three cases of acne rosacea and 26 of 45 
cases of acne vulgaris. Overall, results were excel- 
lent or good in 85 per cent. 


antibacterial spectrum. Finland, M.; Hirsch, H. A., 
and Kunin, C. M.,? Boston, Massachusetts— DECLOMYCIN 
Demethylchlortetracycline was found the most ef- 
fective of the tetracycline analogues against two- 
thirds of 680 normally sensitive strains of 15 sepa- 
rate species. 


the over-all picture. Combined results reported by 262 
clinical investigators’*— DECLOMYCIN produced a fa- 
vorable response (cured or improved) in 87 per 
cent of 2,389 patients. Two-thirds of the patients 
received one capsule every six hours. Treatment 
was continued for as long as 180 days, but was 
between three and eight days in most. Side effects 
were seen in 10.2 per cent, but necessitated discon- 
tinuance of treatment in only 2.1 per cent. 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York E Liderie 
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pooped patient? 


Pooped patients pick up fast on new ELIXIR PEPTOLIN. A basic, year-round tonic, 
ELIXIR PEPTOLIN contains Pipradrol to brighten the patient’s day, plus vitamins, 
minerals (including real therapeutic doses of iron), lipotropics and bioflavonoids 
for good nutritional support. Moreover, ELIXIR PEPTOLIN has a good-tasting sherry- 
wine base that is 16-18% alcohol. So try ELIXIR PEPTOLIN in your pooped patients 
. .. just one tablespoonful t.i.d. You'll like the results. Available in 16-oz. bottles. 
Prescription only. WALKER LABORATORIES, INC., MOUNT VERNON, NEW YORK 
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HYPOTENSIVE... 


without a chain of side reactions 


Butiserpine 


a conservative, safe amount of reserpine combined with BUTISOL 
SODIUM® butabarbital sodium. Each tablet or teaspoonful contains 


15 mg. Butisol and 0.1 mg. reserpine — for relaxation without 
depression. 


Butiserpine Tabiets Elixirs Prestabs® Butiserpine R-A 
(Repeat Action Tablets) 


McNEIL LABORATORIES, INC. 
PHILADELPHIA 32, PA. 


— 


IN ANGINA PECTORIS AND 
CORONARY INSUFFICIENCY 


... the treatment must go further 
than vasodilation alone. It should also 
control the patient’s ever-present 
anxiety about his condition, since 
anxiety itself may bring on 

further attacks. 


Unless the coronary patient’s ever-present anxiety 


AFTER MYOCARDIAL INFARCTION 


...it is frequently not enough to 
boost blood flow through arterial 
offshoots and establish new circulation. 
The disabling fear and anxiety that 
invariably accompany the condition 
must be reduced, or the patient 

may become a chronic invalid. 


Protects your coronary patient 
better than vasodilation alone 


about his condition can be controlled, it can easily induce 


an anginal attack or, in cases of myocardial 
infarction, considerably delay recovery. 


This is why Miltrate gives better protection for the heart 
than vasodilation alone in coronary insufficiency, angina 
pectoris and postmyocardial infarction. Miltrate contains 
not only PETN (pentaerythritol tetranitrate), acknowledged as 
basic therapy for long-acting vasodilation. What is 

more important — Miltrate provides Miltown, a tranquilizer 
of proven effectiveness in relieving anxieties, fear and 
day-to-day tension in over 600 clinical studies. 


Thus, your patient’s cardiac reserve is protected against his fear 
and concern about his condition...and his operative arteries 
are dilated to enhance myocardial blood supply. 


Miltown® { meprobamate) + PETN 


Wa WALLACE LABORATORIES / New Brunswick, N. J. 


Supplied: Bottles of 50 tablets. 
Each tablet contains 200 mg. 
Miltown and 10 mg. penta- 
erythritol tetranitrate. 
Dosage: | or 2 tablets q.i-d. 
before meals and at bedtime, 
according to individual require- 
ments. 


REFERENCES 

1. Ellis, L. B. et al.: Circulation 
17:945, May 1958. &. Friedlander, 
H. S.: Am. J. Cardiol. 1:395, 
Mar. 1958.8. Riseman, J. E.F.; New 
England J. Med. 261:1017, Nov. 
12, 1959. 4. Russek, H. I. et al.: 
Circulation 12:169, Aug. 1955. 
5. Russek, H. I.: Am. J. Cardiol. 
3:547, April 1959. 6. Tortora, 
A. R.: Delaware M. J. 30:298, 
Oct. 1958. 7. Waldman, S. and 
Pelner, L.: Am, Pract. & Digest 
Treat. 8:1075, July 1957. 
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What’s Your Verdict? 


Edited by Ann Ledakowich, Member of the Bar of New Jersey 


a a physician is bound 


under the Hippocratic Oath to testify for a 
patient. He may likewise be legally compelled 
to give testimony for a patient. But where no 
physician-patient relationship exists, is a doctor 
under any legal duty to testify as an expert 
witness merely upon request? That was the 
question to be resolved by the Court in the 
instant case. 

A patient sued her physician for negligence 
in failing to take x-rays of an injured hip. Prior 
to the trial she asked nine doctors to testify for 
her. All refused, saying they feared expulsion 
from the county medical association and can- 
cellation of their liability insurance if they did 
so. 

The plaintiff's case was dismissed from court 
at the first trial. After several more attempts 
she succeeded in recovering a judgment of 
$38,000 against the physician. 

Pending the final trial the plaintiff instituted 
a separate legal action against the county medi- 
cal association alleging that it conspired to 
obstruct justice by thwarting her attempts to 
secure medical witnesses to testify on her be- 
half. She pleaded that the association threat- 
ened to expel from membership any doctor 
who testified for a plaintiff in a malpractice 
case; that the association also threatened to 
report any doctor who so testified to his in- 
surance carrier to have his policy cancelled. 

The association presented the defense that 
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a conspiracy is not legally actionable if its pur- 
pose is lawful. If the association induced 
physicians to refuse to testify, these physicians 
were but asserting their legal rights to so refuse. 
Just as a physician is under no obligation to 
engage in practice or render medical services 
to anyone who seeks to engage him, so is he 
free to refuse to testify for one with whom he 
has had no pre-existing contractual relation- 
ship. 

The trial court dismissed the plaintiff’s case 
for failure to state a cause of action, and the 
plaintiff appealed. How would you decide the 
appeal? Answer on page 240a. 
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An epileptic child can develop a normal, balanced 
outlook. Better control of seizures and the emo- 
tional support of “physician-educated” parents 
can be of great help to him before he starts 
school. 


MEBARAL is highly effective. In most types of 
epilepsy, especially major motor seizures in chil- 
dren, Mebaral reduces the number and severity 
of seizures—without producing sedative daze. Its 
use does not tend to lower learning capacity in 
children. 


MEBARAL is unsurpassed in safety. Even when 
used year after year, toxic reactions or ill effects 
from Mebaral are rare. Mebaral is one of the best 
tolerated and “... least upsetting of all forms of 
therapy”’ for most types of epilepsy. 


MEBROIN® is a synergistic combination of 
Mebaral and diphenylhydantoin that affords 
maximal control of seizures with minimal toxicity. 
Side effects are infrequent. Each relatively taste- 
less tablet combines 90 mg. of Mebaral with 60 
mg. of diphenylhydantoin. 


EQUILIBRIUM FOR THE EPILEPTIC 


MEBARAL dosage: Children under 5 years, from % 
to Y2 grain three or four times daily; over 5 years, 
from ¥2 to 1 grain three or four times daily. Adults, 
from 6 to 9 grains daily. 


MEBROIN dosage: Children under 6 years, ¥2 tablet 
once or twice daily; over 6 years, 1 tablet two or 
three times daily. Adults, 1 or 2 tablets three times 
daily (average dosage). 


FOR EPILEPSY AT ANY AGE 


MEBARAL 


How Supplied: Mebaral 

tasteless tablets of 200 mg. 

(3 grains), 100 mg. (1¥2 . 

grains), 50 mg. (% grain), 

and 32 mg. (% grain). 

Bottles of 100. LABORATORIES 
Mebroin virtually tasteless 

tablets. Bottles of 100. 


Mebaral (brand of mephobarbital) and Mebroin, 
trademarks reg. U.S. Pat. Off. 
1. Robertson, E. G.: Postgrad. Med. 25:31, Jan., 1959. 1437™ 
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KEEPS 

STOMACH 
FREE OF PAIN 


THE MIND 
THE STOMACH 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 
anxiety and tension with minimal side effects. 


Milpath-400 — Yellow, scored tablets of 

400 mg. Miltown (meprobamate) and | 

25 mg. tridihexethy! chloride. Bottle of 50. 
AVAILABLE 


> , Dosage: 1 tablet t.i.d. at mealtime and 
IN Two 2 at bedtime. 


Milpath-200 — Yellow, coated tablets of 
4 POTENCIES: 200 mg. Miltown (meprobamate) and 
iam 25 mg. tridihexethy! chloride. Bottle of 50. 


Dosage: 1 cr 2 tablets t.i.d. at mealtime 
and 2 at bedtime. 


Milpath 


®Miltown + anticholinergic 


@ 
WALLACE LABORATORIES New Brunswick, N. J. 
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a mustache 1s to wear on —— 


REDISOL IS SO kids have better 


Redisol (Cyanocobalamin, crystalline vitamin B12) often stimulates children’s appetites with consequent weight gain. 
Tiny Redisol Tablets (25, 50, 100, 250 mcg.) dissolve instantly in the mouth, on food or in liquids. 

Also available: cherry-flavored Redisol Elixir (5 mcg. per 5-cc. teaspoonful); Redisol Injectable, 
cyanocobalamin injection USP (30 and 100 meg. per cc., 10-cc. vials and 1000 mcg. per cc. in 1, 5 and 10-cc. vials). 


Drawings reproduced from "A Hole Is to Dig”, copyright by Ruth Krauss and Maurice Sendak, published by Harper & Brothers. 
For additional information, write Professional Seryices, Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


REDISOL 1S A TRADEMARK OF MERCK & CO., INC. 
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Orabiotic’ 


antibiotic/analgesic 


CHEWING GUM TROCHES 


EACH TROCHI 


DOSAGE 
SUPPLIED 


Always—A Useful Adjunct 


to Systemic Treatmen 


WHITE LABORATORIES, INC 


MENILWORTH, NEW JERSEY 
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speedier spermicidal action 


Spermicidal Time of Six Leading Contraceptive 
Jellies in Minutes’ 


a Cytometer Chamber Spermatocidal Test 

Lanesta 
B 


* 


Mean Spermatocidal Time + S. E., Min. 


4 active agents provide speed and efficacy... 


= 7-chloro-4-indanol, the new spermicide, rapidly and completely immobilizes 
sperm in concentrations as low as 1:4,000—yet is so mild that it may be used 
even in the presence of vaginal infection. 


= 10% NaCl in ionic strength greatly accelerates spermicidal action. 
= sodium lauryl sulfate acts as a dispersing agent and spermicidal detergent. 
® ricinoleic acid acts as a sperm inactivator and immobilizer. 


Lanesta Gel® with diaphragm provides the most effective means of conception 
control. However, if a patient is unwilling or unable to use a diaphragm, 
Lanesta Gel provides faster spermicidal action—plus desirable occlusion 
at the cervical os when used alone. 


Supplied: Lanesta Exquiset (Physician’s Prescription Package), 3 oz. tubes with applicator; 3 oz. refills. 
Available at all pharmacies. 


References: 1. Berberian, D. A., and Slighter, R. G.: J.A.M.A. 168:2257 (Dec. 27) 1958. 2. Bailey, J. H.; Coulston, F., 
and Berberian, D. A.: J. Am, Pharm. A, (Se. Ed.) 48:212 (April) 1959. 8. Gamble, C. J.: Am. Pract. & Digest 
Treat. 9:1818 (Nov.) 1958. 4. Berberian, D. A.; Coulston, F., and Slighter, R. G.: Toxicol. & Appl. Pharmacol. 1:366 
(July) 1959. 5. Warner, M. P.: J. Am. M. Women’s A, 14:412 (May) 1959. 

Distributed by GEORGE A. BREON & CO., New York 18, N. Y¥. Ps. 

Manufactured by Esta Medical Laboratories, Inc., Alliance, Ohio avaiable. 
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es'high levels rapidly and reliably. It be prescr ‘ibe d 


all infecu 1S Tes al. pel ¢ 
The flexibility of dosage form, pleasant taste, an | potency of PEN-VEE 
-* (400,000 units) per 5-cc. teaspoonful. Supplied as vials of powder to make 40 cc. Tablets: 125 mg. (200,( 


You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the quick, 
smooth action of Deprol, 
her depression is re- 
lieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Lifts depression... 


calms anxiety! 


Smooth, balanced action lifts depression as 
it calms anxiety...swiftly and safely 


Balances the mood — no “seesaw” effect of amphetamine- 
barbiturates and energizers. While amphetamines and en- 
ergizers may stimulate the patient — they often aggravate 


anxiety and tension. And although amphetamine-barbiturate ° 


combinations may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol lifts depression 
as it calms anxiety — both at the same time. 


Acts swiftly — the patient often feels better within a few 
days. Unlike the delayed action of other drugs which may 
take two to six weeks to bring results, Deprol’s smooth, 
immediate action relieves the patient quickly — often within 
a few days. . 


Acts safely — no danger of liver damage. Deprol doesn’t 
produce liver damage, hypotension, psychotic reactions or 
changes in sexual function — frequently reported with other 


“Deprol* 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, this may be grad- 
ually increased up to 3 tablets q.i.d. Composition: 1 mg. 2-diethylaminoethyl 
benzilate hydrochioride (benactyzine HCl) and 400 mg. meprobamate. Supplied: 
Bottles of 50 light-pink, scored tablets. Write for literature and samples. 


AMPHETAMINES 
AND ENERGIZERS 
may stimulate 
the patient, 
but often in- 
crease anxiety 
and tension. 


WALLACE LABORATORIES 


AMPHETAMINE- 
BARBITURATE 
combinations 
may control 
overstimula- 
tion but may 
deepen de- 
pression. 


New Brunswick, N. J. 
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AFTER HOURS 


Photographs with brief description of your hobby will 
conversation-piece desk ornament... 
physician figurine . . . 


~~, six months ago I became 
interested in an aquarium, and started out with 
a small tank of 10 gallons and a few tropical 
fish. As my interest grew, I added a 30-gallon 
tank, permitting me to use the smaller one for 
breeding purposes. 

Now I have about 40 fish in all, ranging 
from black tetras and neon tetras to orange 
tail spotted mollies. 

It’s difficult to realize the pleasure and re- 
laxation one can derive from this hobby. 
Often, after a long day at the office, I will come 


be welcomed. A 
an imported, wooden (handcraved) 
will be sent for each accepted contribution. 


home and become engrossed in the aquarium. 
And there have been times, especially when a 
live bearer has young ones, when both my wife 
and I have stayed up till the wee hours caring 
for the aquarium and watching the fish. 

It is an inexpensive hobby and yet it brings 
hours of relaxation and diversion. I have inter- 
ested several other people in this hobby and 
feel sure that they too have become real 
enthusiasts. 

JoHN C. CARROZZELLA, M.D. 
Wallingford, Connecticut 


Dr. Carrozzella keeps his fish tanks in his living room. The large tank which 
he is shown tending holds 30 gallons. The smaller tank is used for breeding. 
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PATTERN IN SINUS AND NASAL DECONGESTION 


ANTIHISTAMINE ACTION 
WITHOUT SEDATION 


SYSTEMIC DECONGESTION 
WITHOUT SIDE EFFECTS 


ANALGESIC-ANTIPYRETIC ACTION 
WITHOUT DRUG STIMULATION 


ANTI-STRESS VITAMIN TO 
MAINTAIN TISSUE INTEGRITY _) 


“THERUHISTIN” — Newest type of antihistamine for 
control of excessive nasal secretion and congestion — highly 
potent (92 per cent effective)! yet unusually free from side 
effects —less than one per cent incidence of drowsiness.'-3 


l-Phenylepbrine — Unusually long-acting oral vasocon- 
strictor‘ relieves nasal blockage, promotes better drainage — 
without local pathologic changes reported with topical 
agents. Relieves bronchial spasm. 


Aspirin and Phenacetin — Analgesic-antipyretic 
synergists, to relieve fever, aches and pains. Freedom from 
antihistamine drowsiness obviates need for drug stimulants. 


Ascorbic Acid — High levels of vitamin C aid in preventing 
nasal edema due to impaired vascular and mucous membrane 
integrity,’ and replenish adrenal ascorbic acid reserves.6 


for symptomatic relief of colds, hay fever, and sinus congestion 
Each tablet contains: 

Isothipendyl HCl (“Theruhisting) . . . . . . . . . 4mg. 


DosaGE: Adults, 2 tablets initially. Thereafter, and 
until symptoms disappear, 1 tablet every four hours. 
Children (6 to 12), half the adult dose. 


SUPPLIED: Bottles of 100 and 1,000 tablets. 


REFERENCES: 1. New and Unused Therapeutics Committee, Am. Coll. Allergists: 
Ann. Allergy 16:237 (May-June) 1958. 2. Spielman, A. D.: Ann. Allergy 16:242 
(May-June) 1958. 3. Spielman, A. D.: New York J. Med. $7:3329 (Oct. 15) 
1957. 4. Hunnicutt, L. G.: Bull. Vancouver M. A. 28:348 (July) 1952. 5. Hunni- 
cutt, L. G.: Bull, Vancouver M. A. 28:352 (July) 1952. 6. Pirani, C. L.: 
Metabolism 1:197 (May) 1952. 


A yerst Laboratories, New York 16, N.Y. * Montreal, Canada 
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many 


hynertensive 


prefer 


Singoserp: 


It spares them from the usual rauwolfia side effects 


FOR EXAMPLE: “A clinical study made of syrosingopine [Singoserp] therapy in 77 ambulant 
patients with essential hypertension demonstrated this agent to be effective in reducing 
hypertension, although the daily dosage required is higher than that of reserpine. Severe 
side-effects are infrequent, and this attribute of syrosingopine is its chief advantage over 
other Rauwolfia preparations. The drug appears useful in the management of patients with 
essential hypertension.”* 

*Herrmann, G. R., Vogelpohl, E. B., Hejtmancik, M. R., and Wright, J. C.: J.A.M.A. 169:1609 (Aprii 4) 1959. 


(syrosingopine CIBA) 
First drug to try in new hypertensive patients 
First drug to add in hypertensive patients already on medication 


supptieo: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. Samples available on request. 
Write to CIBA, Box 277, Summit, N. J. 
N 


MMIT 
Sjeeee Complete information available on request. UMMIT, 
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NEEDED: THE APPETITE SUPPRESSANT STRONG ENOUGH AND SAFE ENOUGH TO DO THE JOB 


Ambar controls many cases of overeating/obesity 
refractory to usual therapy. To strengthen the 
will for successful dieting, the methampheta- 
mine-phenobarbital in Ambar is designed to 
improve mood without harmful CNs overstimu- 
lation. Available in different forms to enable 
individualization of dosage: AMBAR #1 EXTENTABS, 


10-12 hour extended action tablets, methamphe- 
tamine HCI 10.0 mg., phenobarbital 64.8 mg. 
AMBAR #2 EXTENTABS, methamphetamine HCI 
15.0 mg., phenobarbital 64.8 mg. Also conven- 
tional AMBAR TABLETS, methampheta- Wigs 


Ambar #1 Extentabs /Ambar #2 Extentabs’ 


¥ 
mine3.33 mg., phenobarbital 21.6mg. 
A HW RORINGS CO _INC 29ICHUMOND 20 VA Uy, 
; 


Letters to the Editor 


An Unwieldy Burden 
To The Editor: 


Seeing school children carrying a heavy load 
of books (and additional matter related to 
curriculum), it is apparent at once, to any 
eye, that some of these children are decidedly 
affected injuriously. 

Pelvic tilt and vertebral twist are seen and 
there is also some pressure upon certain areas 
of the child’s body, which may cause exterior 
damage. 

Little children, not four feet in height, can 
be seen, carrying quite a load of books. And 
boys usually carry the load pressed against one 
side, the hip, or under the elbow of that side. 
While the girl-students usually carrying the 
load pressed against the front of the chest, force 
the load upward so that it touches the mam- 
mary area, and is held resting upoa one fore- 
arm of the child. As she walks, there is some 
sliding up or down, or to one side, so that the 
mammary area is possibly disturbed. 

Proof of this can be obtained, as I am 
usually asked, when remarking upon the hab- 
its, if anyone will stand near a school, upon 
the corner adjacent to it. In fact, I will make 
an appointment to meet anyone as such an 
inquirer, and give the evidence of fact. 

Newspaper illustrations of school-fronts, 
often show pupils carrying books, loaded down 
by heavy curricular requirements, but the 
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This department is offered as an Open Forum for the discussion of 
topical medical issues. All letters must be signed. However, to protect 
the identity of writers who are invited to comment on controversial 
subjects, names will be omitted when requested. 


point of carrying such a load is missed due to 
the news-matter, which bears upon another 
aspect of school activity. 

Small children are, indeed, quite overloaded 
in these times. Some children seem to avoid 
carrying these books. Why? This is the ques- 
tion which I desire to bring to the attention 
of the readers of the MEDICAL TIMEs, and to 
the respective family physician, who may not 
realize the relation of carrying such loads to 
the matter in complaint. And, as to truancy, 
the fact is that some children would rather not 
attend, at the expense of such numbers of 
books to be carried back and forth and to be 
read and studied. 

The first question is why some children seem 
to get along without carrying such loads of 
books. And for those who do carry, we notice 
that the boys, resting the books (six or seven, 
and an atlas, or other notebook) against one 
hip, lean to the other side. This is a form of 
scoliosis. It need not produce harm, except 
that if it becomes a daily habit, it may finally 
bring the boy to the examining of a physician. 
And if the load be held against the front of 
the body, some leaning forward or backward 
can be noticed. Again, this is merely an occu- 
pational act, but if habitual, may cause actual 
results which need attention by the family 
physician. 

As to the girl-students, some really carry an 


Concluded on page 82a 
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hours or more. MORE THOROUGH RELIEF— permits urlin 
sleep through the night., RARE xe 


IN CA CONTROL GF 
ho PERCODAN” Jabl: contains 4.50 mg. dihydre Are 
¢ chloride, 0.38 mg. dihydrohydroxycodeinone terephthala 0.38 mg. homa- 
Percopan formula half amount c s of dihyldro 


90% of anxious, agitated 
and apathetic office patients 
calmed without drowsiness 
and with normal drive restored... 


on one or two 0.25 mg. tablets b.i.d.: 


This is the pattern of performance for 


PERMITIL 


ne dihydrochloride 


F 
> 
Fluphenazi 
a 


In Anxiety and Anxiety-induced Depression 


“In contrast to other phenothiazines, it [PERMITIL] mitigates 
apathy, indifference, inertia and anxiety-induced fatigue. 
Thus, instead of impeding effective performance of daily tasks, 
it increases efficiency by facilitating psychic relaxation. Con- 
sequently, acceptance of this drug, especially by office patients, 
has been excellent.’”! 


@ In 608 patients with anxiety and anxiety-induced fatigue 
or depression, PERMITIL, administered in small daily doses of 
0.5 mg. to 1 mg., produced significant improvement in 90%. 


m@ PERMITIL is virtually free from side effects at recom- 
mended dosage levels. 


m= Patients become calm without being drowsy and normal 
drive is restored. 


mw Onset of action is rapid; effect is prolonged. 


does not potentiate barbiturates or non-barbitu- 
rate sedatives and can be used with impunity with such agents. 


How to prescribe Permitit: The lowest dose of Permitit that will pro- 
duce the desired clinical effect should be used. The recommended dose 
for most adults is one 0.25 mg. tablet twice a day (taken morning and 
afternoon). Increase to two 0.25 mg. tablets twice a day if required. Total 
daily dosage in excess of | mg. should be employed only in patients with 
relatively severe symptoms which are uncontrolled at lower dosage. In 
such patients, the total daily dose may be increased to a maximum of 
2 mg., given in divided amounts. Complete information concerning the 
use of Permiti is available on request. 


SUPPLIED: Tablets, 0.25 mg., bottles of 50 and 500. 


REFERENCES: 1. Ayd, F. J., Jr.: Current Therapeutic Research 1:41 (Oct.) 1959. 
2. Recent compilation of case reports received by the Medical Department, 
White Laboratories, Inc. 


PERMITIL 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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414 INDEPENDENT CLINICAL STUDIES 
~.BISTRIMATE EFFECTIVE IN 89.1 
OF 395 PATIENTS: WITH “CHRO Ic SORE THROA 


-BISTRIMATE —a unique bismuth salt, orally produces 

systemic bismuth levels. Use of oral BISTRIMATE is safe, convenient < 
_economical.. -eliminates injections. Emergence of antibiotic- resistant 
pathogens i is prevented.. -with fult freedom 


~ posace: ‘In adults, 1 tablet t.i.d. for 2 or 3: 
- for a period of 7 to 10 days. In many pati 
- obtained in less than 7 to 10 days. 


"SUPPLIED: Bottles of 100 and 1000 tab 
bismuth sodium triglycollamate 449 mg. 
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Smith, Miller & Patch,Inc. | 
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brand of phenmetrazine 


hydrochloride 

Through the potent appetite- ee ee 
. suppressant action of Preludin, the whether obesity 1S simple 

success of anti-obesity treatment , 

becomes more assured—adherence to or com P licated 


diet becomes easier—discomfort 
from side reactions is unlikely. 


In Simple Obesity Preludin 
produces 2 to 5 times the weight loss 
achievable by dietary instruction 
alone.':? 


In Pregnancy Weight gain is kept 
within bounds, without danger to 
either mother or fetus.” 


In Diabetes Insulin requirements 
are not increased; they may even 
decrease as weight is lost.* 


In Hypertension Preludin is well 
tolerated and blood pressure may 
even fall as weight is reduced.' 


experience a mild elevation of mood 

conducive to an optimistic and . 

cooperative attitude, thereby 
counteracting the lassitude otherwise |) 

resulting from a reduced caloric 
intake. Thus, consistent weight loss 
over a prolonged period becomes 
more assured, 


Preludin® Endurets,"™- brand of 
phenmetrazine hydrochloride: 
rolonged-action tablets of 75 mg. 
: fr once daily administration; and 
scored, square, ie tablets of 25 mg 
for b.i.d. or t.i.d. administration. 


Under license from C. H. Boehringer Sohn, 


Ingelheim. 
References: 
(1) Barnes, R. x A M. A. 166:898, 1958. 
(2) Ressler, C.: 165:135, 1957. 


(3) Birnberg, C. Abithol, M. M.: Obst 
& Gynec. 11:463, 1958. (4) Robillard, R.: 
Canad. M. A. J. 76:938, 1957 


Geigy, Ardsley, New York Geiny d 
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Letters to the Editor 


Concluded from page 76a 


excessive load. It is astonishing what a load 
can be seen held against the front of the girl’s 
chest. And here again, some vertebral reaction 
occurs, some leaning to one or to the other 
side or backward. 

The actual mass of mammary tissue is also 
involved in the pressure reactions. Needless 
to say that such mammary pressure may even- 
tually result in formation of tissue reactions. 
What will develop, years after, can only be 
suspected, if not proven. But records of cases 
of mammary tumor show that for some occa- 
sions a pressure, a blow, or a thrust has oc- 
curred and is remembered. 

The medical practitioner and the specialist, 
all, will be interested in the sight of these 
school-children, as they walk to and from the 
school. And, also, in the halls of the school, 
itself, many children carry loads of material. 
On the street, we see that mail carriers have 
discarded the sack formerly carried upon the 
shoulder and now use a small cart. The house- 


wife may often be seen carrying her groceries 
in a baby carriage or a small cart. But no 
relief for the school-child has been observable. 

Further, the mental and social atmosphere 
of the school-boy is affected. He would, ordi- 
narily, approach his mother, or other female 
relative, carrying a heavy load, and offer to 
carry the load. But the school-boy does not 
offer to aid the girl who is carrying such a 
burdensome load. Why? It is merely a matter 
of habitual stand-off-ishness. But this “de- 
moralizes” the social attitude of the boy. 

This school conduct should be examined 
and no one can deny that it is one of the 
factors of school activity needing remedy, for 
a certain amount of truancy, or juvenile 
errancy, and of actual educational failure, can 
be seen related. 


THOMAS Horace Evans, M.D. 
Freeport, New York 
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NeYVOUS 
patient 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


meprobamate (Wallace) 


Fy) WALLACE LABORATORIES / New Brunswick, N. J. 
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New...conservative treatment 


for muscle and joint disease 


g potent...fast relief in acute conditions 


mw safe...even for prolonged use in chronic cases 


low back 
pain 


bursitis 


strains 
and sprains 


traumatic 
conditions 


arthritis 


myalgias 
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SOMA RELIEVES PAIN in a unique way by modifying central perception of pain 
without abolishing natural defense reflexes. 


SOMA RELAXES MUSCLE SPASM .. . approximately 8 times more potent than 
meprobamate or mephenesin. 


PHYSICIANS’ 

REPORTS: ‘Marked pain-relieving effects of the new drug [Soma] were seen in con- 
ditions involving muscle spasm and stiffness, whether acute or chronic. 
Relief from pain was usually rapid and sometimes dramatic.” (90 patients.) 
Kuge, T.: Submitted for publication. 
“In 86 percent of the patients there were excellent or good results. . . . 
Relief of pain was noted by the patients’ statements, by the diminished 
need for analgesic drugs, and by improved sleep.” (154 patients.) 
Wein, A. B.: The Use of Carisoprodol in Orthopedic Surgery and Rehabilitation. Proceed- 
ings of the Symposium on The Pharmacology and Clinical Usefulness of Carisoprodol. 
Wayne State University Press, Detroit, 1959, p. 156 
In a double-blind study, Soma was reported to be “clinically effective to 
a highly significant degree.” (92 patients.) 
Cooper, C. D., and Epstein, J. H.: The Clinical Evaluation of Carisoprodol by a double- 
blind technique. Ibid. p. 97. 


Notable safety—extremely low toxicity; no known contraindications; side effects 
are rare; drowsiness may occur, usually at higher dosage 


Rapid action—starts to act quickly 


Sustained effect—relief lasts up to 6 hours 


Supplied—as white, coated, 350 mg. tablets, bottles of 50. 
Also available for pediatric use: 250 mg. orange capsules, bottles of 50. 


(carisoprodo! Wallace) 


Bisuiocraray: 1. Berger, F.M., Kletzkin, M., Ludwig, B.J., Margolin, S. and Powell, L. S.: J. Pharm. Exp. 
Ther. 127:66 (Sept.) 1959. 2. Leake, Chauncey D.: Proceedings of the Symposium on The Pharmacology 
and Clinical Usefulness of Carisoprodol, Weyne State University Press, Detroit, 1959, p. 8. 3. Kestler, 
Otto: Ibid. p. 143. 4. Proctor, Richard C.: Ibid. p. 122. 5. Berger, Frank M., Ibid. p. 25. 6. Goodgold, 
Joseph, Hohmann, Thomas and Tajima, Toshihiro: Ibid. p. 66. 7. Gammon, George D. and Tucker, Samuel: 
Ibid. p. 70. 8. Baird, Henry W. and Menta, Dominic A.: Ibid. p. 85. 9. Cooper, C. David and Epstein, 
Jerome H.: Ibid. p. 97. 10. Korst, Donald R., Gerard, R. W., Miller, James G., Small, Iver F., Graham, I. J. 
and Winkelman, Eugene I : Ibid. p. 104. 11. Friedman, Arnold P.: Ibid. p. 115. 12. Trimpi, Howard D.: 
Ibid. p. 150. 13. Wein, Arthur B.; Ibid. p. 156. 14. Olds, James and Travis, R. P.: Ibid. p. 39. 15. Hess, 
Eckhard H., Polt, James M. and Goodwin, Elizabeth: Ibid. p. 51. 16. Phelps, Winthrop M.: Ibid. p. 131. 17. 
Spears, Catherine E.: Ibid. p. 138. 18. Hyde, L. P. and Hough, Charles E.: Ibid. p. 166. 19. Spears, Catherine 
E. and Phelps, Winthrop M.: Arch Pediat., 76:287 (July) 1959. 20. Phelps, Winthrop M.: Arch. Pediat., 
76:243 (June) 1959. 21. Friedman, Arnold P.: Paper presented at Scientific Meeting, New York State Society 
of Industrial Medicine, Inc., New York, Sept. 30,1959. 22. Frankel, Kalman: Ibid. Fransway, Robert L.: 
Ibid. 24. Kuge, T.: Unpublished reports. 


Literature and samples on request WI Wattace Lasoratories, New Brunswick, New Jersey 
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Supplied in 3@see, plastic spray bottles a MERCK SHARP & DOHME 


NEO-HYDELTRA@E Lisa trademark if Merck & Co., Inc. Division of Merck & Co., Inc., Philadelphia 1, Pa. 


MEDICAL TIMES 


delivers Steroid 10 the Siew /ammation | 
; Prednisolone 21-phosphate with Propadrine®, Phenylephrine® and Neomycin 
Only N E0-1 YDELTRASOL provides its steroid component in true solution—a definite therapeutic benefit, 
since igure solution moré of the steroid is immediately available to inflamed nasal mucosa. / 
The aftiinfiammatory action Of the prednisolone 21-phosphate is reinforced by two valuable decon- ; 
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helps remove ackheads andl peels the skin 


completely emulsifies penetrates and softens come- removes papule coverings and 
and washes off excess dones, unblocks pores and facil- permits drainage of sebaceous 
oil from the skin. itates removal of sebum plugs. glands. 


Patients like Fostex because it is so easy to use. They simply wash acne skin 2 to 4 times 
a day with Fostex Cream or Fostex Cake, instead of using soap. 


Fostex contains Sebulytic®,* a combination of surface-active wetting agents with remark- 
able antiseborrheic, keratolytic and antibacterial actions ...enhanced by sulfur 2%, 
salicylic acid 2%, and hexachlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate and sodium dioctyl sulfosuccinate. 


Fostex is available in two forms— 
— — 4 FOSTEX CREAM, in 4.5 oz. jars. 
|_J FOSTEX CAKE, in bar form. 
Fostex Cream and Fostex Cake are inter- 
changeable for therapeutic washing of the skin. 


Fostex Cream is approximately twice as drying 
as Fostex Cake. 


Fostex Cream is also used as a therapeutic 
shampoo in dandruff and oily scalp. 


Write for samples. 


WESTWOOD PHARMACEUTICALS « Buffalo 13, New York 
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Vaginal trichomoniasis is recog- 
nized as a disease of “psycho-social 
significance”! because the acute 
symptoms of profuse, scalding leu- 
korrhea, itching and swelling, com- 
pounded by painful, difficult coitus? 
often lead to family tensions. 


One Vacisec office treat- 
ment brings immediate 
symptomatic relief. Decker? 
reports immediate relief of symp- 
toms following the first office treat- 
ment with VAGISEC liquid and jelly 
in all 64 acute cases studied. 


Cure rates of 93.1% using 
negative cultures for three 


consecutive months. Gior- 
lando and Brandt* demonstrated 
repeated negative cultures for three 
to eight months in 54 of 58 vaginal 
trichomoniasis patients treated with 
VAGISEC liquid and jelly. Lack of 
cooperation was held responsible 
for the four failures. 


Vacisec explodes tricho- 
monads within 15 seconds 


of contact. Vacisec’s wetting, 
detergent, and chelating agents dis- 
solve the mucus protecting the 
trichomonads, remove waxes and 
lipids from the cell’s membrane, de- 
nature its proteins. The parasite then 
imbibes water, swells, and explodes. 


Prevent recurrence—pre- 
scribe RAMSES® for the 


husband. To prevent re-infection, 
most physicians advise the use of 
a prophylactic during coitus for four 
to nine months following the wife’s 
treatment,?5 and when they do, 
50.3% specify RAMSES. 

References: 1. Trussell, R. E.: New York 
Med. 13:717 (Sept. 20) 1957. 2. Karnaky, 
K. J.: South. M. J. 51:925 (July) 1958. 
3. Decker, A.: New York J. Med. 57:2237 
(July 1) 1957. 4. Giorlando, S. W., and 
Brandt, M. L.: Am. J. 4 a 
76:666 (Sept.) 1958. 5. Weiner, H. H.: 
Clin. Med. 5:25 (Jan.) 1958. 


VAGISEC 


LIQUID AND JELLY 


Trichomonad 
explosion with : 


VAGISEC’ 

liquid and jelly 

reduces “psycho- 
social” tension 


» 


VaGISec and RAMSES are registered trade-marks of Julius Schmid, Inc. 


JULIUS SCHMID, INC. 423 West 55th St., New York 19, N.Y. 
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Who Is This Doctor? 


Identify the famous physician from clues in this brief biography 


H. was born at Chinon, France, sometime between 
1483 and 1495. Little is known about his early education. Before 
1519 he entered the Franciscan monastery at Fontenay le Comte. 
The austere rules of the Franciscans did not agree with his free 
nature and in 1524 he was transferred to the more tolerant society 
of Benedictines where he spent five years of his life. He left to 
become a secular priest thus acquiring the freedom to travel. 

In September 1530 he entered the Faculty of Medicine at the 
University of Montpellier and in November of the same year became 
Bachelor of Medicine—a remarkably short interval. Dating from 
the twelfth century, the medical school of Montpellier was the second 
to be founded in Europe. There, early in 1531, he lectured publicly 
on Galen and Hippocrates and taught anatomy. 

In 1532 he moved to Lyons where he was appointed a physician 
to the Hotel Dieu. In Lyons he published his two well-known satirical 
books “Gargantua” and “Pantagruel,” in which with coarse humor 
he ridiculed the monastic life and the educational system of his time. 
On this ground he got into trouble with various authorities and was 
censored by the Sorbonne. 

In 1534 Jean du Bellay, passing through Lyons on his way to 
Rome, engaged his services as a physician. During the remaining 
years of his life he traveled four times to Italy and many times over 
France. He died in 1553, probably at Lyons. 

He became known as one of the most erudite men of his time. 
He made his greatest medical reputation in lecturing on and inter- 
preting Hippocrates and editing his aphorisms. He emphasized the 
fact that Hippocrates himself was the first to state that the tradition 
of the past should be the last thing to guide medical progress. He 
was one of the first, if not the first, to teach gross anatomy on human 
cadavers. 

He was an articulate spirit who had to drink deeply of the enjoy- 
ment of life. His contribution has been likened in its complexity to 
a cathedral that for every saint in a niche must have a gargoyle devil 
on the roof. Can you name this doctor? Answer on page 240a. 
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94 to 6 BONADOXIN'stops morning sickness 


When she asks “Doctor, what will it 
be?” you can either flip a coin or point 
out that 51.25% births are male.’ But 
when she mentions morning sickness, 
your course is clear: BONADOXIN. 


For, in a series of 766 cases of morning 
sickness, seven investigators report ex- 
cellent to good results in 94%,’ More 
than 60 million of these tiny tablets 
have been taken. The formula: 25 mg. 
Meclizine HCl (for antinauseant ac- 


tion) and 50 mg. Pyridoxine HC] (for 


metabolic replacement). Just one tablet 
the night before is usually enough. 


BONADOXIN—DROPS and Tablets—are 
also effective in infant colic, motion 
sickness, labyrinthitis, Meniere’s syn- 
drome and for relieving the nausea and 
vomiting associated with anesthesia and 
radiation sickness. See PpR p. 795. 


1. Projection from Vital Statistics, U.S. Govern- 
ment Dept. HEW, Vol. 48, No. 14, 1958, p. 398. 

2. Modell, W.: Drugs of Choice 1958-1959, St. Louis, 
C. V. Mosby Company, 1958, p. 347. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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infant 
formula 


Enfamil 


nearer to mother’s milk’ 
in nutritional breadth 
and balance 


Ina well controlled institutional study, Enfamil 
was thoroughly tested in conjunction with three 
widely used infant formula products. The in- 
vestigators report: = good weight gains m= soft 
stool consistency ms normal stool frequency 


NEARER to mother’s milk .. . in caloric distribution of protein, fat and 
carbohydrate 

NEARER to mother’s milk ...in vitamin pattern (plus more vitamin D added 
in accordance with NRC recommendations) 


NEARER to mother’s milk . .. in osmolar load 


ENFAMIL IS ALMOST IDENTICAL with mother’s milkin... 

e ratio of unsaturated to saturated fatty acids 

e absence of measurable curd tension . . . enhances digestibility 

Enfamil contains oleo and vegetable fats ... does not result in sour 
regurgitation 


1. Macy, I. G.; Kelly, H. J., and Sloan, R. E.: With the Consultation of the Committee on Maternal and Child 
Feeding of the Food and Nutrition Board, National Research Council: The Composition of Milks, National 
Academy of Sciences, National Research Council, Publication 254, Revised 1953. 2. Brown, G. W.; Tuholski, J. M. ; 
Sauer, L. W.; Minsk, L. D., and Rosenstern, I.: Evaluation of Prepared Milks in Infant Nutrition, Use of the 
Latin Square Technique. To be published. 
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STOPPED 


ROMILAR CE raises the cough-reflex thresh- 
old in 15 to 30 minutes and sustains relief for 
as long as six hours—without undue side 
effects, without narcotic hazards or complica- 
tions. ROMILAR CE treats the entire cough and 
cold complex: dextromethorphan (ROMILAR) 
controls the cough, chlorpheniramine com- 
bats allergic manifestations, phenylephrine 
reduces nasal and bronchial .congestion, 
N-acetyl-p-aminophenol relieves headache and 
myalgia and reduces fever. Infection, allergy, 
bronchitis, excessive smoking —whatever 
the cause, prescribe ROMILAR CF for cough. 


For convenient use away from home, also 
available in capsule form. 


When only the specific. antitussive action of dextromethor- 
phan is indicated, prescribe ROMILAR—Syrup, Tablets or 
Expectorant. 


Romilar® Hydrobromide—brand of dextromethorphan hydrobromide. 


ROMILAR 


the complete treatment for cough and other cold symptoms 
“SYRUP UP 


ROCHE LasoraArTORIES « Division of Hoffmann-La Roche Inc e Nutley 10, N.J. 


; j 
3 
7 
| 


Mother: shopping 
Father: busy 


Temper: mild 
Uicer: calm 


His ulcer should be protesting—he re- 
mains calm. His physician has prescribed 
Auprox SA because he knows the patient 
as well as the ulcer must be treated. 


e calms emotional distress e promotes healing 
e reduces acid secretion e relieves pain e inhibits 
gastric motility 


ALUDROX 


Susp i and Tablets: Aluminum Hydroxide 
Gel with Magnesium Hydroxide, Ambutonium 
Bromide and Butabarbital, Wyeth 


A Century of 
Wyeth Laboratories Philadelphia 1, Pa. Service to Medicine 
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These questions were prepared especially for Medical Times by 
the Professional Examination Service, a division of the American 
Public Health Association. Answers will be found on page 240a. 


1. Which one of the following metabolic 
derangements is frequently encountered in in- 
dividuals suffering from Cushing’s syndrome? 

A) Episodes of hypoglycemia. 

B) Impaired carbohydrate tolerance. 

C) Tetany due to Hypocalcemia. 

D) Tendency toward hyperpotassemia. 

E) Wasting of most body tissues. 


2. In hyperthyroidism marked muscular 
atrophy is seen particularly in the muscles of 
the: 

A) Hands. 

B) Shoulder girdle. 

Legs. 

D) Thighs. 

E) Face. 


3. The color of the exudate in pneumococcal 
meningitis is characteristically: 

A) Pale green. 

B) Pink. 

C) Light yellow. 

D) Dark yellow. 

E) Red. 


4. Thromboangiitis obliterans is a disease 
characterized by: 

A) Sharply demarcated areas of ischemia of 
the finger tips usually brought on by exposure 
to cold. 

B) Peripheral edema associated with venous 
thromboses and high blood amylase and typi- 
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cally occurring in conjunction with diabetes 
mellitus. 

C) Intermittent claudication, decreased pe- 
ripheral circulation, and arterial and venous 
inflammation. 

D) Localized constriction of the vessels and 
soft tissue of the toes leading to auto-amputa- 
tion and frequently found in people of African 
origin. 

E) A generalized periarteritis affecting the 
intima and adventitia of the vessels and result- 
ing in calcification of the media. 


5. The most frequent of the early symptoms 
of bronchogenic carcinoma is: 

A) Clubbing of the fingers. 

B) Chest pain. 

C) Hemoptysis. 

D) Weight loss. 

E) A dry hacking cough. 


6. Which one of the following should be 
suspected immediately when one is confronted 
with a contaminated wound with a foul-smell- 
ing discharge containing gas? 

A) Infection with clostridium perfringens. 

B) Tetanus. 

C) Invasion of the tissue by Group B strep- 
tococci. 

D) Actinomycosis. 

E) Infarction of tissue. 


Concluded on page 96a 
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DEPRESSIO 


INDUCE 
ANXIET 


most commonly encountered in: 


psychosomatic disorders 
chronic diseases 
other organic illnesses 


most commonly expressed by: 


nervousness 

anorexia 

tension fatigue states 

sadness 

somatic complaints 

insomnia 

apprehensiveness 

irritability 

hypochondria 

most effectively treated with: 
a true antidepressant which 
relieves the depression-induced 
anxiety by alleviating 

the depression itself 


brand of phenelzine dihydrogen sulfate 
a true antidepressant—not a tranquilizer 
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common 
problem basically 
unresponsive 
tranquilizers 


TYPICAL CASE HISTORIES FROM THE LITERATURE 


Pa — “A 44-year-old housewife with symptoms 
of anxiety referable to her 
heart and stomach. All examinations 
were negative for the presence of 
organic disease ...she had 
received 4 different tranquilizers.” 


On Nardil “the majority of her 
anxiety symptoms had disappeared. 
Later she remarked that she 

was 100% better....There has been 
no return of former complaints.”* 
*Hobbs, L. F: Virginia Med. Monthly 86 692, 1959. 


“Characteristically the patient 

complains of impaired appetite, insomnia, 
irritability, loss of attention and 
concentration, tendency to worry and 
marked irritability ... treatments 

are usually built [in vain] around some 
sedative or tranquilizer... 


With Nardil this condition is easily 
managed... by the practicing clinician.” ** 


**Sainz, A.; Dis. Nerv. System 20 :537, 1959. 


simple, economical, “i 


rapidly effective therapy 


MORRIS PLAINS, 


DOSAGE: 1 tablet three times a day. 


SUPPLIED: Orange-coated tablets, each containing 15 mg. of phenylethyl- 
hydrazine present as the dihydrogen sulfate. Bottles of 100. 
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Concluded from page 93a 


characterized by: 
A) Loss of eyelid reflex. 
B) Unconsciousness. 
C) Analgesia. 
D) Loss of posterior pharyngeal reflex. 
E) Muscular relaxation. 


8. Which one of the following measures is 
of greatest importance in minimizing the hazard 
of explosion during surgical anesthesia? 

A) Avoidance of abrasive surfaces which 
tend to cause static sparks. 

B) Dehumidification of the operating room 
air. 

C) Humidification of the operating room air. 
D) Provision of woolen bed clothing and 


7. The first stage of surgical anesthesia is 


garments for operating room personnel. 
E) Filtration of operating room air in order 
to remove dust. 


9. A Colles’ fracture is characterized by the 
so-called ‘silver fork’ deformity of the wrist. 
This is brought about by the: 

A) Avulsion of the ulnar styloid. 

B) Perilunar dislocation of the carpus. 

C) Dorsal angulation of the articular sur- 
faces of the radius. 

D) Palmar angulation of the articular sur- 
face of the radius. 


E) Proximal displacement of the radial 
styloid. 


10. The chief limiting factor in the effi- 


with intermittent claudication 


every block was a mile long 


makes the blocks so much shorter... 
he can walk many more of them in comfort 


u. s. vitamin & pharmaceutical corporation 
Arlington-Funk Laboratories, division 
250 East 43rd Street, New York 17, N. ¥. 
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ciency of ammonium chloride as a diuretic 
agent is: 

A) The production of potassium losses. 

B) The development of acidosis. 

C) Renal ammonia production. 

D) Renal production of titratable acid. 

E) Patients’ intolerance to adequate doses. 


11. A 2-year-old boy was examined because 
of frequent protracted nose bleeds. Laboratory 
data revealed a mild hypochromic anemia, 
normal white cell count and differential, plate- 
let count 310,000 (venous blood, method of 
Tocantins), prothrombin time 14.5 seconds 
with 14.0 seconds control (Quick method), 
bleeding time (Duke) 2.0 minutes, clotting time 
(Lee and White) 47 minutes, clot retraction 
time 40 minutes, tourniquet test (cuff pressure 
midway between systolic and diastolic pressure 
for 8 minutes) showing 5 hemorrhagic spots in 


rlidi 


brand of nylidrin hydrochloride N.N.D. 


a circle 5 cm. in diameter. Among the follow- 
ing the most likely diagnosis is: 
A) Purpura hemorrhagica. 
B) Constitutional afibrinogenemia. 
C) No disease except blood-loss anemia. 
D) Hemophilia. 
E) Allergic purpura. 


(Answers on page 240a) 
VOLUME 2 MEDIQUIZ READY 


A second volume of 150 Mediquiz questions. 
answers and references compiled by the Profes- 
sional Examination Service, Division of the 
American Public Health Association is now avail- 
able in booklet form for $1 per copy. The supply 
of booklets is limited. To be certain you get 
your copy, send your dollar now to: Professional 
Examination Service, Department 23-B, American 
Public Health Association, 1790 Broadway, New 
York 19, N. Y. Specify “Volume 2.” (A few 


copies of Volume I are available at $1 each for 
those who missed out on this valuable review aid.) 


safely increases local blood supply and oxygen 
where needed most...in distressed ‘‘walking’’ muscles 
for sustained, gratifying relief of pain and spasm in 


intermittent claudication of night leg cramps 
arteriosclerosis obliterans ischemic ulcers parenteral solution. See PDR 
thromboangiitis obliterans Raynaud’s syndrome 
diabetic atheromatosis cold feet, legs and hands 2,661,372 and 2,661,373 


. 


This Panalba 
performance... 
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pneumonia 


... into a mixed culture of 
the three organisms 
commonly involved in 
pneumonia .. . K. pneu- 
moniae, Diplococcus 
pneumoniae, and 
Staphylococcus aureus 
(in this case a resistant 
strain) . . . we introduce 
the five most frequently 
used antibiotics. 

- Twenty-four hours later 
(in this greatly enlarged 
photograph), note that 
only one of the five 
leading antibiotics has 
stopped a// the organisms, 
including the resistant 
staph! This is Panalba. 

In your next pneumonia 
patient .. . in a// your 
patients with potentially- 
serious infections ... 
provide this extra 
protection with your 
prescription : 

Dosage—1 or 2 capsules 

3 or 4 times a day. 
Supplied—Capsules containing 
Panmycin phosphate equivalent 
to 250 mg. tetracycline 
hydrochloride, and 125 mg. 
Albamycin as novobiocin 
sodium, in bottles of 16 and 100. 
Now available: new Panalba 


Half-Strength Capsules in 
bottles of 16 and 100. 


(Panmycin® Phosphate plus Albamycin*) 


The broad-spectrum 
antibiotic of 


first 


The Upjohn Company As 
Kalamazoo, Michigan f STRADEMARK, REG. U.S. PAT. OFF. 
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For the patient 
whose vagus 
burns at 
both ends— 
Pro-Banthine® 
with Dartal® 


e eases psychic stress 


e contro/s enteric distress in 
gastrointestinal spasm 


Wren tensions smolder and set off asso- 
ciated hyperactivity in the gastrointestinal 
tract, the patient needs relief at both ends 
of the vagus. 

In such cases, Pro-Banthine with Dartal 
eases the psychic stress and moderates the 
excess gastrointestinal spasm and hyper- 
motility. Pro-Banthine acts selectively to 
calm the vagal overactivity in the stomach 
and intestines. Dartal acts speedily and 
safely to dampen psychic pressures. 

Combined as Pro-Banthine with Dartal, 
these two drugs provide a highly useful 
agent for moderating both mood and mo- 
tility in patients suffering from gastro- 
intestinal spasm. j 

Pro-Banthine with Dartal contains 
15 mg. of Pro-Banthine (brand of propan- 
theline bromide) and 5 mg. of Dartal 
(brand of thiopropazate dihydrochloride) 
in each tablet. 


Dosage: One tablet three times daily. 


SEARLE «co. 
Research in the Service of Medicine 
CHICAGO 80, ILLINOIS 
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MODERN MEDICINALS 


These brief résumés of essential information on the newer medicinals, which 


are not yet listed in the various reference books, can be pasted on file cards 


and a record kept. This file can be kept by the physician for ready reference. 


Atropine Sulfate Injection, Burroughs Well- Griseofulvin Ayerst, Ayerst Laboratories, New 


come & Co. (U.S.A.) Inc., Tuckahoe, New 
York. Each cc. contains 0.5 mg. of atropine 
sulfate. Indicated for use as preanesthetic 
medication for suppression of secretions; to 
suppress vagal excitation of the heart. Dose: 
Usual dosage for adults is 0.5 mg. given 
by intravenous, intramuscular or subcutane- 
ous injection. Sup: Multi-dose vials of 
20 cc. 


Bacid, U. S. Vitamin & Pharmaceutical Corp., 
New York, New York. Capsules providing 
a specially cultured human strain of viable 
Lactobacillus acidophilus in the highest 
available potency, with 100 mg. sodium car- 
boxymethylcellulose. Indicated in diarrhea, 
flatulence, perianal itching, etc., due to anti- 
biotics, tainted food and water, etc., in func- 
tional constipation, irritable colon, diverticu- 
losis. Dose: Two capsules, two to four times 


York, New York. Oral fungistat recom- 
mended for the treatment of mycotic infec- 
tions of the skin, hair, and nails. Dose: 
Adults, 1 tablet four times a day, or 2 tab- 
lets twice a day. Children, 1 to 4 tablets 
daily, depending on age and weight. Sup: 
Scored 250 mg. tablets in bottles of 30 and 
100. 


Kenalog Spray, E. R. Squibb & Sons, Division 


of Olin Mathieson Chemical Corp., New 
York, New York. Aerosol Spray form indi- 
cated to provide potent anti-inflammatory, 
antiallergic and. antipruritic relief, particu- 
larly in patients with acute, exudative lesions 
or those involving extensive hairy and hard- 
to-reach areas. Sup: In 50 and 150 Gm. 
containers of 3.3 and 10 mg. triamcinolone 
acetonide respectively. 


a day, preferably with milk. Sup: Bottles of Mysteclin-F For Aqueous Drops, 
50. Mysteclin-F For Syrup, E. R. Squibb & Sons, 
Division of Olin Mathieson Chemical Corp., 


Erythrocin-I.M., Abbott Laboratories, North New York, New York. Two new forms of 


Chicago, Illinois. Disposable syringe con- 
taining 50 mg. of erythromycin activity per 
ml. Indicated for treatment of infections 
caused by organisms sensitive to erythromy- 
cin. Dose: Recommended dosage for adults 
is 100 mg. Sup: Abboject Disposable Syr- 
inge in 2-ml. and 1-ml. size. 
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phosphate-potentiated tetracycline combined 
with an antifungal antibiotic. Each cc. of 
the Aqueous Drops contains 100 mg. phos- 
phate-potentiated tetracycline and 20 mg. 
amphotericin B. Sup: Bottles for reconstitu- 
tion to 10 cc. with 6.5 cc. of water, with 

Continued on page 104a 
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perphenazine 


allows the patient to function more effectively 
without flattening emotion or drive...without 
interfering with routine activities 

for the anxiety and tension triggered by family conflict 
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Continued from page 10la 


“Flexidose” dropper dispensing either 25 or 
50 mg. tetracycline. Each cc. of the Syrup 
contains 125 mg. phosphate-potentiated tet- 
racycline and 25 mg. amphotericin B. Sup: 
Bottles for reconstitution to 60 cc. with 35 
cc. of water. 


Novahistine Singlet, Pitman-Moore Company, 
Division of Allied Laboratories, Inc., Indi- 
anapolis, Indiana. Pink, capsule-shaped 
tablets each containing 40 mg. phenyleph- 
rine hydrochloride, 8 mg. chlorprophenpyri- 
damine maleate, and 500 mg. APAP. Indi- 
cated for the relief of pain and sinus 
congestion, also for the treatment of colds, 
flu, sinusitis and allergic rhinitis complicated 
by fever, myalgia and other painful states. 
Dose: One tablet three times daily. (To 
assure continuous release of medication, do 
not break or crush tablets.) Sup: Bottles 
of 50. 


Ornade, Smith Kline & French Labs., Philadel- 
phia, Pennsylvania. Spansule capsules, each 
containing 2.5 mg. isopropamide, 50 mg. 
phenylpropanolamine hydrochloride, and 8 
mg. chlorprophenpyridamine maleate. Indi- 
cated for prompt and prolonged relief from 
respiratory tract congestion and hypersecre- 
tion associated with a common cold; acute, 
subacute and chronic sinusitis; influenza; 
vasomotor rhinitis; postnasal drip, and aller- 
gic rhinitis.. Dose: One spansule capsule 
every 12 hours. Sup: Bottles of 30. 


Panthoject, U. S. Vitamin & Pharm. Corp., 
New York, New York. New formula, each 
cc. of which contains 250 mg. injectable 
solution of pantothenic acid (as sodium salt) 
for intramuscular use. Indicated to provide 
faster restoration of normal intestinal motil- 
ity and function. Dose: As directed by 
physician. Sup: Ampuls of 1 cc. in boxes of 
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25 and 100; multiple dose vials of 10 cc. 
in boxes of 6. 


Pentids 400 For Syrup, E. R. Squibb & Sons, 


Division of Olin Mathieson Chemical Corp., 
New York, New York. New dosage form of 
Squibb’s penicillin for patients who like 
medication in liquid form. Orange-flavored 
soluble granules, when reconstituted with 35 
cc. of water, provide 60 cc. of syrup with 
a potency of 400,000 units of penicillin G 
potassium per five cc. teaspoonful. Dose: 
One teaspoonful three times daily. Sup: 12- 
dose bottles. 


Prinadol, Smith Kline & French Laboratories, 


Philadelphia, Pennsylvania. Potent new nar- 
cotic-analgesic agent indicated as an adjunct 
to anesthesia, for relief of post-operative 
emergence excitement and pain, in obstet- 
rics, and in various types of acute and 
chronic pain. Dose: Should be adjusted ac- 
cording to the severity of pain and to the 
response of the patient. Usual optimum 
single intramuscular dose is 2 mg. Within 
a 24-hour period, the dosage seldom needs 
to exceed 12 mg. Sup: 1 cc. ampuls (2 
mg./cc.) and 10 cc. multiple-dose vials 
(2 mg./cc). 


pHisoAc Cream, Winthrop Laboratories, New 


York, New York. Therapeutic topical cream 
containing colloidal sulfur, resorcinol and 
hexachlorophene in a fat-free, easily spread- 
ing, quick-drying, flesh-colored base. Indi- 
cated for topical night and day therapy of 
acne. Use: Apply in a thin layer with a 
gentle stroking motion after thoroughly 
washing the skin with pHisoHex. Cream 
should be left on overnight, and for patients 
with very oily skin should be used during the 
day as well. Sup: Tubes of 1% oz. 
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the physician is the guide to nutritional health 


*..much of the field of nutrition relating 
to health has been allowed, by default, 
to fall into the hands of the faddist and 
the radio broadcaster.”* 

To protect his patients, the physician 
should take every opportunity to recom- 
mend a program for optimal nutrition 


*Spies, T. D.: J. M.A. Alabama 
26:193 (Feb.) 1957. 


to prevent, 
or correct deficiencies... 
consider the 


Lederle 
Nutritional 
Formulas 
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GEVRAL 


Capsules 
Vitamin-Mineral 
Supplement 


Effective general supple- 
ment for the family to 
ensure optimal nutritional 
status. Fourteen vitamins, 
eleven minerals in each dry 
filled capsule. Packaged in 
the decorative dining-table 
) jar. Just 1 capsule daily. 


GEVRABON 
Liquid 
Vitamins- 
Minerals 
Unique sherry-fla- 
vored liquid supple- 
ment particularly 
favored by senior 
citizens. Essential 
vitamins-minerals 
in attractive decanter 
bottle (16 oz.). 2 
tablespoonfuls daily 
..- plain... chilled... 
over ice...or as they 

like it. 


GEVRINE. 


Vitamins- Minerals- 
Hormones 


For the elders — com- 
prehensive nutritional 
support with androgen 
and estrogen for proper 
bone and protein me- 
tabolism. Helps reduce 
or correct tissue atro- 
phy, asthenia, clinical 
osteoporosis, postmeno- 
pausal changes, “‘aging” 
mentality. Usually 1 
capsule daily. Bottles of 
100 and 1,000. 


= 
: 
GEYRINE , 
CAPSULES 
a FOR COMPLETE FORMULAS SEE 1960 PDR Pages 697-698 


GEVRAL 
PROTEIN 


Vitamin-Mineral-Protein 
Supplement 
High protein (60 per cent) supplement 
plus 26 vitamins-minerals...to correct or 
prevent deficiencies, nitrogen imbalance. 
Ideally suited to those making a general 
physical “comeback.” In % |b. jar or 5 
lb. can. New delightful recipes available 
on request. Excellent for tube-feeding. 


GEVRAL T 


Capsules 


Therapeutic Vitamins 
and Minerals 

High potency formula...broad coverage 
...for intensive treatment of overt or 
incipient nutritional failure. 28 factors 
— including all oil-soluble vitamins, all 
B-complex, amino acids. Indicated for the 
convalescent or whenever requirements 
are abnormally high. In attractive dining- 
table jar. Usually 1 capsule daily. 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY 


Peari River, New York E> 


> 
SEYRAL PROTEIN 


treats the whole cough 


AMBENYL EXPECTORANT 


for prompt, effective relief 


AMBENYL EXPECTORANT contains Ambodryl, noted 
for its high antihistaminic activity; Benadryl, 
the time-tested antihistaminic-antispasmodic; 
and three other well-recognized antitussive 
agents. This outstanding combination of ingre- 
dients, each with a specific therapeutic func- 
tion, is the reason why AMBENYL EXPECTORANT is 
effective in relieving all phases of cough due 
to colds or allergies. 

soothes irritation . quiets cough reflex 
decongests nasal mucosa 

decreases bronchospasm 

facilitates expectoration . tastes good 


Each fluidounce of AMBENYL EXPECTORANT® Contains: 


Ambodryl® hydrochloride ............ 24 mg. 
(bromodiphenhydramine hydrochloride, Parke-Davis) 
Benadryl® hydrochloride............. 56 mg. 
(diphenhydramine hydrochloride, Parke-Davis) 
Dihydrocodeinone bitartrate.......... Ye gr. 
Ammonium chloride................ 8 gr. 
_ Potassium guaiacolsulfonate ...... ae Be 


Supplied: Bottles of 16 ounces and 1 gallon. 
Dosage: Every three or four hours—adults, 1 to 2 tea- 


spoonfuls; children, ¥2 to.1 teaspoonful. 
Exempt narcotic 


PARKE, DAVIS & COMPANY | 
DETROIT 32, MICHIGAN 
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Quadrinal Suspension, Knoll Pharmaceutical 
Co., Orange, New Jersey. Fruit flavored 
suspension, each 5 cc. of which contains 12 
mg. ephedrine HCl, 12 mg. phenobarbital, 
65 mg. theophylline-calcium salicylate, and 
160 mg. potassium iodide. Indicated for the 
symptomatic treatment of chronic respira- 
tory disease associated with wheezing and 
bronchospasm, notably bronchial asthma, 
pulmonary emphysema and related condi- 
tions. Dose: Adults, 2 teaspoonfuls t.i.d. 
Children between 6 and 12 years of age, | 
teaspoonful t.i.d., under 6 years of age adjust 
dose according to age and weight. Sup: 
Bottles of 1 pt. 


Sporostacin Chlordantoin Cream, Ortho Phar- 
maceutical Corp., Raritan, New Jersey. 
White, stainless, odorless, absorbable and 
greaseless cream indicated for the topical 
treatment of vaginal moniliasis. Dose: One 
applicatorful morning and night, as indi- 
cated. Usual course of therapy is two tubes. 
Sup: Plastic tubes of 95 g. with applicator; 
tubes of 95 g. without applicator. 


Strep-Combiotic, Pfizer Laboratories, Division 


of Chas. Pfizer & Co., Inc., Brooklyn, New 
York. New formulation containing procaine 
penicillin G, potassium penicillin G and 
streptomycin sulfate in the dry powder and 
procaine penicillin G and streptomycin sul- 
fate in the aqueous suspension. Indicated for 
the treatment of certain mixed bacterial in- 
fections. Dose: Intramuscularly, calculated 
on the basis of streptomycin content; usual 
adult dosage of streptomycin as the sulfate 
is 0.5 Gram, injected once or twice daily, 
depending upon the nature and severity of 
the infection. Sup: Single and five-dose vials 
for the 0.5 Gram and 1.0 Gram dry powder 


formula; five-dose vials for the aqueous 
suspension. 


Therabile, B. F. Ascher & Company, Inc., 


Kansas City, Missouri. Tablets, containing 
ferrated ox bile, desoxycholic acid, methio- 
nine, pancreatin, homatropine methylbro- 
mide, and oleoresin ginger. Indicated to 
treat the whole biliary tree, including the 
gallbladder and liver, in noncalculous gall- 
bladder disease and postoperative  gall- 
bladder disorders; and to support the 
patient’s over-all digestive function. Dose: 
One table three times daily. Sup: Bottles of 
100 and 500. 


Tigan Timespan, Roche Laboratories Division 


of Hoffmann-La Roche Inc., Nutley, New 
Jersey. New slow-release form, each blue 
capsule-shaped tablet containing 300 mg. of 
Tigan. Indicated to control nausea and 
vomiting for a period of approximately 12 
hours. Dose: For control and prevention of 
nausea and vomiting in pregnancy, 2 tablets 
at bedtime followed (in severe cases) by | 
or 2 tablets upon arising. Other adult pa- 
tients, 1 or 2 tablets, twice daily. Sup: 
Packages of 50 and 500. 


Ursinus, Smith-Dorsey, a division of The Wan- 


der Company, Lincoln, Nebraska. Inlay- 
tabs, each containing 300 mg. Calurin and 
50 mg. Triaminic. Indicated for acute and 
chronic sinusitis, especially sinus headache, 
as well as other upper respiratory conditions 
which necessitate the use of an analgesic and 
decongestant. Dose: Adults, 1 or 2 Inlay- 
tabs every 4 to 6 hours. Children, 6 to 12, 
Y% to 1 Inlay-tab every 6 hours. Sup: Bottles 
of 100. 
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THE 

REALMS 

OF THERAPY 
BEST 
ATTAINED 


record of effectiveness—over 200 labora- 


tory and clinical papers from 14 countries. 

Widest latitude of safety and flexibility—no serious 
adverse clinical reaction ever documented. 
Chemically distinct among tranquilizers—not a pheno- 
thiazine or a meprobamate. 

Added frontiers of usefulness—antihistaminic; mildly 


(brand of hydroxyzine) antiarrhythmic; does not stimulate gastric secretion. 


Special Advantages 


unusually safe; tasty syrup, 
10 mg. tablet 


Supportive Clinical Observation 


Atarax appeared to reduce anxiety 
and restlessness, improve sleep pat- 
terns and make the child more amen- 
able to the developr:cnt of new pat- 
terns of behavior....”" Freedman, A. 
M.: Pediat. Clin. North America 5:573 
(Aug.) 1958. 


.-.and for additional evidence 


Bayart, J.: Acta paediat. belg. 
10:164, 1956. Ayd, F. J., Jr.: Cal- 
ifornia Med. 87:75 (Aug.) “ay 
Nathan, L. and Andeiman, M. 
B.: Illinois M. J. 112:171 (Oct.) 
1957. 


ELDER 
Ly 
PA TIENTS 


well tolerated by debilitated 
patients 


. seems to be the agent of choice 
in GE suffering from removal dis- 
orientation, confusion, conversion hys- 
teria and other psychoneurotic condi- 
ag occurring in old age.” Smigel, 

et al.: J. Am. Geriatrics Soc. 
61 ‘Van.) 1959. 


Settel, E.: Am. Pract. & Digest 
Treat. 8:1584 (Oct.) 1957. Negri, 
F.: Minerva med. 48:607 (Feb. 
21) 1957. Shalowitz, M.: Geri- 
atrics 11:312 (July) 1956. 


useful adjunctive therapy for 
asthma and dermatosis; par- 
ticularly effective in urticaria 


“All [asthmatic] patients reported 
greater calmness and were able to 
rest and sleep better...and led a 
more normal life....In chronic and 
acute urticaria, however, hydroxyzine 
was effective as the sole medica- 
ment.”” Santos, |. M., and Unger, L.: 
Presented at 14th Annual Congress, 
American College of Allergists, Atlan- 
tic City, New Jersey, April 23-25, 1958. 


Eisenberg, B. C.: J.A.M.A. 169:14 
Gan. 3) 1959. Coirault, R., et al.: 
Presse méd. 64:2239 pe, 26) 
1956. ray H. M., Jr., et al.: 

South. M. J. 50:1282 iock’) 1957. 


HYPEREMOTIVE 

. ADULTS 4 


does not impair mental acuity 


“|... especially well-suited for ambula- 
tory neurotics who must work, drive 
a car, or operate machinery.” Ayd, F. 
J., Jr.: New York J. Med. 57:1742 (May 
15) 1957. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 


Garber, R. C., Jr.: J. Florida M. 
A. 45:549 (Nov.) 1958. Menger, 
H. C.: New York J. Med. 58:1684- 
(May 15) 1958. Farah, L.: Inter- 
site Rec. Med. 169:379 (June) 


SUPPLIED: Tablets, 10 mg., 25 
mg., 100 mg.; bottles o ‘100. 
Syrup (10 mg. per tsp.), pint 
botties. Parenteral Solution: 25 
mg./cc. in 10 cc. multiple-dose 
vials; 50 mg./cc. in 2 cc. am- 
pules. 
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NO TURNED-UP A new achievement with an inherently SO SWEET 


bitter antibiotic—a ready-mixed, stable 


NOSES suspension that offers a fresh, citrus AND GOOD 


flavor. There’s no bitterness and no 


AT THIS aftertaste. TH EY 


And it’s effective. Erythrocin is 


ANTIBIOTIC by seven CAN’T TELL 


CITRUS-FLAVORED 
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4 discussion concerns the more 
specific types of pain of the head, or the so- 
called cephalgias, commonly seen in medical 
practice. Headaches of brain tumor, brain 
abscess, fever, arteritis, meningitis, subdural 
and subarachnoid hemorrhage constitute only a 
minor portion of the total number of pains of 
the head. They must always be differentiated 
from the more common types of headache, 
which are often not as easily defined or ascrib- 
able to a specific cause. Headache may be 
equally intense whether its implications are be- 
nign or malignant, and there are few instances 
in human experience where so much pain may 
mean so little in terms of tissue injury. Failure 
to separate the ominous from the trivial may 
cost life or create paralyzing fear. Wolfe de- 
termined in an examination of approximately 
ten thousand unselected men between the ages 
of eighteen and thirty-eight that headache is 
the most common bodily complaint. About 
eight percent had frequent severe headaches, 
and fifty percent of the men who, after induc- 
tion into the armed services in World War II, 
demonstrated by trial their temperamental un- 
fitness for war, complained of headache. We 
are therefore dealing with a vast problem. We 
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Blgias of the Head 


THOMAS R. HEDGES, Jr., M.D. 
Philadelphia, Pennsylvania 


are going to discuss the specific types of head 
pain which may or may not have definable 
organic cause, but should bear in mind that a 
vast majority of pains and discomfort in the 
head, stem from readily reversible bodily 
changes caused or accompanied by certain per- 
sonality traits or psychic conflict. Headache as 
a subject for investigation has fared badly 
through being divided among “specialists.” The 
ophthalmologist as well as the otolaryngologist, 
neurologist, and neurosurgeon are all guilty of 
many of the oversimplifications and generaliza- 
tions which confuse this problem. 


General Considerations of Pain 


Pain is not a specific sensation. In many 
discussions and papers, it is obvious that the 
authors have never taken this particular aspect 
of this problem into consideration and consider 
pain as a specific sensation which, in the main, 
can be blocked or inhibited in a very specific 
manner. Fortunately this is true in certain 
instances but, in many others, the problem of 
pain in all of its aspects must be considered 


Graduate Hospital of the University of Pennsylvania 
and Wills Eye Hospital. 
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in its broad sense, involving personality and 
circumstance surrounding the painful sensa- 
tion. For instance, photophobia is a situation 
analagous to the experience of hyperalgesia 
or hyperesthesia of areas of the skin as an 
accompaniment of deep pain. Such skin areas 
are innervated by the same or adjacent neural 
segments which supply the deep tissues from 
which the noxious or painful impulses are origi- 
nating. Wolfe has suggested that though there 
are many other theories for this phenomenon, 
the centrai excitatory effects to a preexisting 
barrage of noxious impulses in the segmental 
or suprasegmental neural apparatus, alter the 
situation so as to make impulses originating at 
the usual threshhold in the skin seem more than 
usually intense and persistent. A summation 
effect analagous to the phenomenon of surface 
hyperalgesia is encountered in the eye. It is a 
common experience that patients with a cinder 
in the eye will, when looking into a light, mo- 
mentarily experience the light as brighter and 
the cinder more painful. It is as though a 
mutual reinforcement of visual sensation and 
pain occurs. 


Varieties of Headache and Their Mechanism 


Aside from purely functional or psychogenic 
headache, the most frequently encountered 
cephalgias are vascular headaches of the mi- 
graine type and headache associated with sus- 
tained contraction of the skeletal muscles about 
the face, neck, and scalp. Many daily recur- 
rent “chronic headaches” following head injury 
are in one or both of these categories. Head- 
ache from acute and chronic diseases of the 
nose, paranasal sinuses, ear, teeth and eyes is 
relatively infrequent according to Wolf. Less 
frequent still are the headaches due to intra- 
cranial disease which fortunately constitute a 
small proportion of the total—less than five 
percent. A final small group includes the head- 
ache of cranial arteritis and the vascular head- 
aches associated with acute and chronic toxic 
states. 

The vascular headache may be of extra- 
cranial or intracranial origin. We shall first 
consider the extracranial type of headache. 
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Extracranial Headaches 

All of the tissues covering the cranium, espe- 
cially the arteries, are more or less sensitive to 
pain. 

Vascular headaches are probably the most 
common type of cephalgia encountered in 
everyday practice. Whether typical migraine or 
their more atypical relative, the cluster head- 
ache, differentiation must be made from the 
typical neuralgias such as tic douloureux. The 
neuralgias of a specific nature seem to have 
foci from which the pain starts, particularly if 
it is stimulated by pressure. Considerable im- 
portance should be attached to these points. 
True neuralgic pain occurs (1) at points of 
emergence of the nerve trunk from bony fora- 
mina; (2) where the nerve passes through 
fascia; (3) where it breaks up into its branches, 
and (4) where the nerve becomes superficial. 
(5) Pain is severe, but very transient and un- 
accompanied by other symptoms and with a 
negative family history. The treatment of these 
conditions must necessarily follow a descrip- 
tion of the characteristics of each of the types 
of neuralgias which will follow because, with- 
out a means of diagnosis and classification of 
these disorders, their treatment is utterly im- 
possible and unintelligent. 

I. VASCULAR HEADACHES: These headaches 
are associated with dilatation and distention of 
certain cranial arteries, usually one or more 
branches of the external carotid artery. 

A. Typical Migraine—It is difficult to ascer- 
tain the frequency of this type of headache 
that is certainly the most common of the vas- 
cular headaches, and in one series constituted 
eight percent of fifteen thousand patients seen 
in the general practitioner’s office. The head 
pain is most frequently associated with dilata- 
tion and distention of the superficial temporal 
arteries on one or both sides. However, vas- 
cular beds other than this, both inside and 
outside the cranium, may also be involved. 
The headache is characterized by periodicity, 
its throbbing character at the onset which be- 
comes a steady ache as it progresses; its uni- 
laterality in the early stages, and perhaps 
throughout, though it may become generalized, 
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usually preceding but often accompanying the 
headache anorexia, nausea, vomiting and mood 
disturbance play a part, and transient visual 
disturbances are very common, including 
blurred vision, scotomata and hemianopsia. 
Other sensory and certain motor disturbances 
may also precede the headache. A family his- 
tory of vascular headache is common; the latter 
is a significant differential point in the history 
and the disease is passed on usually from 
mother to daughter or father to son. During a 
headache a distended, tender temporal or other 
cranial artery may be seen in the area of the 
head pain, and digital occlusion of the involved 
artery at a point proximal to the tenderness 
or compression of the common carotid artery 
on the side of the headache may reduce the 
pain intensity or diminish the pulsatal feature 
of the headache. Secondary muscle contrac- 
tion headaches in the occiput or elsewhere 
occur in half of the cases. Unilateral lacrima- 
tion and suffused conjunctiva, partial nasal ob- 
struction and facial flushing may be noted at 
the onset of the headache. The characteristic 
history is that of a periodic headache occurring 
for many years with complete freedom of symp- 
toms between attacks in an individual whose 
general health is otherwise satisfactory. Head- 
ache occurs generally in the setting of depleted 
energy reserve toward the end of or following 
periods of increased striving. Unilateral ptosis 
and pupillary dilation (ophthalmoplegic mi- 
graine) or hematoma formation on a super- 
ficial temporal artery are less frequent findings. 
They occur at the end of twenty-four hours or 
more of severe headache. Lastly, headache 
elimination following the use of oral, rectal, 
or intramuscular ergotamine tartrate is an al- 
most conclusive diagnostic test that the head 
pain is of vascular origin. Some patients pre- 
sent all of the above features; others present 
only a few. 

The biggest failure in diagnosis is the fact 
that the doctor does not realize the varia- 
bility of this type of headache, and the 
fact that these patients may never have head- 
ache at all, but merely have some of the pro- 
dromal symptoms or some of the generalized 
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systemic symptoms that accompany the usual 
migraine headache. 


Treatment 


This is based primarily on the use of ergo- 
tamine tartrate which causes a vasoconstric- 
tion of both the intra- and extracranial vessels. 
The dosage is 1 mgm. for oral use either sub- 
lingually or for ingestion. The use of this drug 
as Gynergen is the least effective and most un- 
reliable form of ergot therapy, because more 
of the drug is required, and there are conse- 
quently more unpleasant side effects. Ergota- 
mine tartrate, 1 mgm., combined with caffeine 
alkaloid 100 mgms. (Cafergot®) is an effective 
oral preparation but with many side effects 
from both drugs and not as effective for head- 
aches as rectal or parenteral therapy, i.e., 
Cafergot now combined with phenobarbital and 
belladonna as Cafergot P-B® either in pills or 
suppositories. This preparation eliminates many 
of the side effects. The dosage is one to six 
tablets per day. Ergotamine tartrate 1 mgm., 
caffeine 100 mgs., and acetophenetidin 130 
mgs., and belladonna alkaloids 0.1 mg. (Wi- 
graine®) is an uncoated tablet for oral use 
which is reported to dissolve quickly. Ergo- 
tamine tartrate 0.3 mgm., bellafoline 0.1 mgm. 
and phenobarbital 20 mgms. (Bellergal®) is a 
tablet for oral use containing so little ergota- 
mine that it is rarely useful in acute attacks. 
Occasionally, however, it may be well tolerated 
as an adjunct to other therapy in patients who 
cannot use larger amounts, and it has a place 
in the treatment of attacks in children. Sup- 
positories for rectal administration containing 
ergotamine tartrate 2 mgms. and caffeine 100 
mgms. (Cafergot® suppositories)—this route 
has made it possible to stop headaches more 
reliably and an initial dose of half a supposi- 
tory is recommended. Ergotamine tartrate for 
parenteral use in ampules containing 0.25 mgm. 
(0.S5cc.) and 0.5 mgm. (lcc.) (Gynergen®) 
for subcutaneous intramuscular or intravenous 
use; this is the backbone of treatment of severe 
migraine and stops headache most quickly and 
reliably in a high percentage of cases. Side 
effects are uncommon, and it is the drug of 
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choice in helping to establish the diagnosis. 

Ergotamine therapy for migraine cannot be 
discarded as a failure until it has been given 
early in the attack, since patients will respond 
to this when other forms of ergotamine therapy 
have failed. Subcutaneous and intramuscular 
routes of administration are recommended ex- 
cept for emergencies when the intravenous 
route may be used. (7) Dihydro-ergotamine- 
methane-sulfonate, containing 1 mgm. in Icc. 
ampule for subcutaneous or intramuscular or 
intravenous use (Dihydroergotamine or D.H.E. 
45); this form of ergot is used when the above 
fails because of the fact that many patients 
tolerate it better than ergotamine tartrate. Mil- 
ligram for milligram, it is only about one-half 
to one-fourth as effective as ergotamine tartrate 
in stopping headache. The route of administra- 
tion is the same as that for ergotamine tartrate. 

All of the above therapy must be individua!- 
ized to the patient’s needs. Obviously when 
the headache is of little consequence, the pa- 
tient oftentimes prefers the headache to the 
treatment, if there are serious side effects. The 
patient who is most fortunate in regard to 
treatment is the one with prodromata, which 
precede the headache for a period of thirty to 
sixty minutes. It is during this time, at the 
sign of his first symptoms or the first indica- 
tion of the headache, whether it be by specific 
prodromata or generalized feeling of euphoria 
or depression as the case may be, that treat- 
ment should be instituted. The dosage should 
be gradually increased until maximum paren- 
teral therapy is used as a last resort, until the 
diagnosis is ruled out or the failure of treat- 
ment is pronounced. The above specific ther- 
apy many in severe cases be supplemented by 
removal of the patient from activity—usually 
to a darkened room and away from the solici- 
tations of friends or relatives. The use of opi- 
ates is to be condemned and oftentimes only 
increases the symptoms of the patient. In many 
instances where the headache is well estab- 
lished before any treatment can be instituted, 
the only means of combating it are the above 
general measures plus the administration of 
fairly heavy doses of barbiturates to try to in- 
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duce sleep, following which the patient often 
awakens with relief of the headache. In severe 
cases it is sometimes necessary to hospitalize 
the patient. In some instances this is the only 
humane thing to do in that these people, when 
removed from the stresses of ordinary life, 
oftentimes achieve relief from a headache rather 
dramatically under proper hospital manage- 
ment and intelligent supervision of the prob- 
lem. Last but not least is the use of psycho- 
therapy which many authors feel to be the 
cornerstone of the treatment of protracted cases 
of migraine. As a rule the headache begins in 
adolescence or in any period of time up to 
thirty or thirty-five years of age, characteris- 
tically abates during pregnancy and usually 
subsides with the climacteric. In many instances 
the headaches are very widely spaced and, in 
this instance, practical treatment is oftentimes 
difficult and unnecessary, even though each 
individual attack is worthy of all measures to 
relieve it. Many patients only have a short 
series of headaches during periods of stress in 
their life. One consolation that can always be 
held out to these people is that the prognosis 
is inevitably good in the vast majority. 

II. UNILATERAL VASCULAR HEAD- 
ACHES. Periodic unilateral pain in the face and 
particularly in and about the orbit is not un- 
common. These attacks of cephalgia do not 
fit the picture of true neuralgia such as tic 
douloureux or classic migraine. They are now 
referred to by most authorities as migraine 
variants since they have certain clinical char- 
acteristics in common with migraine. In the 
past many syndromes have arisen adding much 
to the confusion of this subject. They include 
Horton’s histamine cephalgia, Sluder’s spheno- 
palatine neuralgia or “lower half” headache, 
Harris’ ciliary neuralgia, petrosal neuralgia and 
erythromelalgia of the head. All these clinical 
syndromes have the following characteristics in 
common: (1) unilaterality, (2) periodicity 
with a shorter duration than true migraine 
(approximately twenty to thirty minutes); (3) 
accompanied often by signs of local vasodila- 
tion such as distension of the temporal artery, 
conjunctival and nasal congestion with excess 
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tearing and/or lacrimation. Theories as to 
etiology include allergy, particularly to foods 
and alcohol, sensitivity to histamine or acetyl- 
choline-like substances; (4) Psychogenic—all 
may be intermingled but the basic mechanism 
of the headache is vasodilation of certain seg- 
ments of the external carotid artery. 

Proper treatment of these headaches first 
depends on making the correct diagnosis by 
history. The cornerstone of therapy here as in 
migraine is ergotamine. However, these head- 
aches are short-lived, occur most commonly at 
night awakening the patient, and if medica- 
tion is used with the onset of the pain, by the 
time it takes effect the twenty to thirty minute 
headache usually has subsided spontaneously. 
Therefore, the use of suppositories properly 
timed and usually given at bedtime is the most 
practical method of treatment. Cafergot com- 
bined with phenobarbital and bellafoline to 
counteract side effects is quite effective. Since 
these headaches occur in clusters of one to two 
daily for a period of days or weeks, the insti- 
tution of this regimen with the first attack is 
often most rewarding. Adjunctive measures in 
treatment include elimination diets, exclusion of 
alcohol, antihistaminics and in protracted and 
severe forms psychiatric care where indicated. 
The use of histamine desensitization has given 
good results according to many authors when 
the true picture of Horton’s “histamine ceph- 
algia” is presented; however, the true role of 
histamine as a cause of headache is far from 
settled. 

III. MUSCULAR CONTRACTION OR TENSION 
HEADACHE. These headaches are associated 
with cranial artery constriction and sustained 
contraction of the skeletal muscle about the 
face, scalp, and neck. It is a frequent finding 
in certain tense people. It is known that after 
a period of muscle contraction and extracranial 
artery constriction these patients actually de- 
velop organic changes in the vessels, with in- 
creased, prolonged irritability and ischemic 
pain from the involved muscles. It is impor- 
tant to realize that these headaches, which we 
often are guilty of passing off as purely func- 
tional in character, are often associated with 
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head pain from other sources, including mi- 
gaine headache, inflammatory, traumatic, or 
neoplastic involvement of tissues or structures 
within or adjacent to the cranium. The descrip- 
tive terms which are applied here are “tight- 
ness” bitemporally, or at the occiput, a band- 
like sensation about the head, cap-like in its 
distribution; with accompanying symptoms of 
heaviness, pressure, drawing, and soreness. 
These headaches are often associated with ten- 
der nodules easily palpated in the muscles of 
the head, neck, and upper back, and can occa- 
sionally be associated with tinnitus and vertigo 
and other widespread neurologic or psychiatric 
symptoms. This type of headache, though it 
may be fleeting with frequent changes in site 
and pain, increases in intensity with recur- 
rences. The pain may become localized in 
one area, and sustained for days, weeks, 
months, or even years. Most daily recurrent 
(chronic) headaches following head injuries 
(“posttraumatic headaches”) belong in this 
category and many such patients may have 
periodic vascular headaches as well. 

IV. HEADACHE AND ARTERIAL HYPERTEN- 
SION. Headache is often associated with arter- 
ial hypertension in the absence of renal failure 
or cerebral edema. Two types are encountered: 
(1) vascular headache, associated with painful 
distension of one or more branches of the 
external carotid artery—as in migraine. This 
usually occurs in the early morning hours be- 
tween midnight and four a.m. and is relieved 
when the patient gets up and moves about. 
(2) Muscular contraction headaches similar to 
those described above, of a non-ptlsal char- 
acter which occur in the occipital region, or as 
high as the vertex. 

V. HEADACHE AND DISEASE OF THE NOSE 
AND PARANASAL SINUSES, Eye, EAR AND 
TEETH. 

A. Headache and Disease of the Nose and 
Paranasal Sinuses—The location of sinus head- 
ache is diffusely frontal (frontal sinuses), zygo- 
matic and nasal (antral sinus) or occasionally 
behind the eyes and over the vertex (sphenoid 
and ethmoid sinuses). Typically, sinus head- 
ache commences in the morning (frontal) or 
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early afternoon (maxillary) and subsides in 
the early or late evening. The pain of sinus 
disease is dull, aching, deep, and seldom if 
ever associated with nausea and vomiting. The 
headache may be of low intensity or quite 
severe. The headache is due to mucosal inflam- 
mation and engorgement of the turbinates, 
ostea, nasofrontal ducts, and the superior nasal 
spaces. An important diagnostic test here is 
the reduction or elimination of the headache 
by intranasal application of vasoconstrictor 
agents or topical anesthetics, especially about 
the sinuses. 

B. Headache and Disease of the Eye.— 
Headache in diseases of the eye are relatively 
uncommon. This can be said with certainty in 
relation to the neuralgias per se, and there is 
no question about the fact that the eyes are 
often held responsible for headaches whereas 
in few instances can the headache be justly 
attributed to the ocular disease; though it can 
be said with equal honesty that certain head- 
aches are exacerbated by refractive error, intra- 
ocular disease, or imbalance of the ocular 
muscles. 

Eyestrain and headaches occur in almost 
every possible variety, may be referred to every 
part of the area of the distribution of the ophth- 
almic division of the 5th cranial nerve or upper 
cervical nerve. Conforming to no specific type, 
the headache of eyestrain is difficult to diagnose 
for certain. It is certainly encouraging to re- 
late it to the use of the eyes, though almost all 
headaches are exacerbated by the use of the 
eyes or even in many mere exposure to light. 
Under such symptomatic conditions, it is only 
rational to examine the eyes as a routine step 
in all cases where such an origin might be 
suspected either as an etiologic agent or exa- 
cerbating cause of a headache of unrelated 
origin. The symptoms of eyestrain include 
burning, tearing or sandy feeling in the eyes, 
often associated with hyperemia or mild ble- 
pharitis. The patient frequently speaks of tired, 
aching eyes, pain around and in back of the 
eyes, and pulling sensations. Though perhaps 
not directly related in many instances are asso- 
ciated symptoms of general fatigue, irritability, 
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dislike for steady close work, and poor per- 
formance of work. Drowsiness at work, espe- 
cially in the evening, and gastric symptoms, 
especially nausea, are often mentioned, but it 
seems logical to suspect other causes with a 
majority of these symptoms in most instances. 
We all realize that hyperopia, astigatism, or 
anomalies of accommodation can produce 
headache which may start in the periorbital 
region, extend over the head to the occiput. 
These headaches are usually relieved by ocular 
rest, sleep, and, of course, correction of the 
error in many instances. Headache with mus- 
cle imbalance is due to sustained contraction 
of the scalp and neck muscles. Dizziness, 
nausea, and vomiting are often frequent con- 
comitants. Inflammation of the eye or orbit, 
and particularly glaucoma of the narrow-angle 
type, account for discomfort in or about the 
eyes which usually begins in the latter part of 
the day or evening; is transient in character, 
and may or may not be accompanied by slight | 
redness and haloes around lights. In any event, 
the complete ocular examination, including ten- 
sion and fields, should be obtained again to 
rule the eyes in or out as a possible contribut- 
ing factor to the headache. If one can only 
find a moderate refractive error, or even if the 
refractive error is exaggerated, the best advice 
to give the patient when glasses are ordered is 
to admonish him that in all likelihood this 
may not be the complete answer to the head- 
ache problem. In addition, the patient should 
be advised that the prescription is often given 
as a hopeful measure to alleviate at least par- 
tially any contributing cause to the headache 
problem. In other words, common sense goes 
a long way to keep the patient intelligently 
advised as to what is being done, and at the 
same time set the record straight that the ocu- 
list is not under the misconception that he is 
offering any panacea. 

VI. CRANIO-FACIAL PAIN OR THE TYPICAL 
NEURALGIAS. Paroxysmal ischemia of sensory 
neural structures is the probable cause of head 
and face pain associated with major neuralgias 
and the post-infectious neuralgias and neuri- 
tides. This is the truest form of neuralgia, and 
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trigeminal neuralgia is more frequently en- 
countered than the other uncommon, even rare, 
pain syndromes in this group. 

Trigeminal neuralgia (tic douloureux) is an 
episodic, recurrent, unilateral pain syndrome 
occurring principally in persons over fifty years 
of age. It occurs more commonly in women 
than in men in a ratio of two to one; more 
often on the right side of the face. Pain is 
experienced chiefly in the tissues supplied by 
the second, and to a lesser extent, the third 
and first divisions of the Sth cranial nerve. 
Aching and burning in quality, the pain may 
occur spontaneously, and may be initiated by 
a light touch on the cheek, or by biting, chew- 
ing or laughing. Very slight stimuli in “trigger” 
areas may precipitate the attack. The pain is 
a high-intensity jab of twenty to thirty seconds’ 
duration. A series of these pains may last for 
a period of one or more hours, and a low 
intensity aching pain may commence after a 
few hours and sometimes outlast the attack. 
This type of discomfort occurs during periods 
of two to three months or longer, and may 


diminish or completely subside for a year or 
more. Once begun, spontaneous recovery is 
rare, but it does occur. Paroxysms resembling 
“tic” but usually of several minutes’ duration 
are uncommonly associated with intracranial 
tumors, and their differentiation is discussed in 
the section on intracranial headaches. 


Treatment of Tic Douloureux 


The pathogenesis of idiopathic tic douloureux 
is.unknown. A concept has been proposed that 
its mechanism is central and that the abnormal 
over-excitability of the reflex arc through the 
trigeminal system is due to senescent changes 
in the ganglion cells of the trigeminal nucleus. 
The effect of surgical treatment depends on 
successful abolition of the abnormal trigeminal 
reflex. This is accomplished by blocking the 
peripheral afferent as well as the abnormal 
central efferent impulses, thereby interrupting 
the vicious cycle of reverberating excitation 
from the periphery to the over-excitable gan- 
glia and back out to the periphery as anti- 
dromic discharges to the area supplied by that 
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branch or branches of the trigeminal. Thus 
success may be met with by many measures 
including alcohol injection, evulsion or neu- 
rectomy of peripheral branches, gasserian gan- 
glion injection of alcohol or hot water, or 
the more standard neurosurgical procedure of 
section of the nerve between the ganglia and 
the pons. Alcohol injection of the gasserian 
ganglion destroys the sensory nerve cells of 
the trigeminal nerve, and theoretically effects 
permanent interruption of sensory impulses 
without affecting motor fibers, since the cell 
bodies of the latter fibers are located in the 
pons. This type of treatment is obviously in 
the hands of the neurosurgeon and there are 
many complications and serious defects, one 
of the most serious of which is neuroparalytic 
keratitis. This complication can only be 
avoided when the sensory root is injected with 
avoidance of the ophthalmic nerve cells. Suf- 
fice it to say that this injection should never 
be done except in the hands of an expert, and 
many people feel that it should never be used. 
Jaeger claims ninety-five percent cure with hot 
water injection of the ganglia through the fora- 
men ovale under x-ray control. 

Surgical intervention in the treatment of 
trigeminal neuralgia includes peripheral neu- 
rectomy; electrocoagulation of the gasserian 
ganglion, gasserian ganglionectomy, retrogas- 
serian neurectomy, and medulary tractotomy. 
Peripheral neurectomy is no longer in favor 
because regeneration of the nerve with return 
of its function occurs, and the pain recurs after 
an interval of the same duration as following 
alcoholic injections. However, a recent report 
on first division of neurectomy of all its 
branches with success in three patients is worthy 
of consideration. Electrocoagulation of the 
gasserian ganglion has similarly fallen into dis- 
favor because it is a blind procedure, and 
therefore inherent with the same complications 
and frequently effects only partial anesthesia. 
Gasserian ganglionectomy has been discarded 
in favor of retrogasserian neurectomy. Retro- 
gasserian neurectomy or resection of the sen- 
sory portion of the trigeminal nerve is thus 
far the best and most successful method of 
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treating trigeminal neuralgia. It may be ac- 
complished by the transtemporal or subocci- 
pital approach, and was suggested by Spiller 
in 1898 and first performed by Frazer in 1901. 
The transtemporal approach is the procedure 
generally used since it is simpler and safer in 
the hands of most neurosurgeons. The mortality 
in a large series of cases operated by this 
technique ranges from 0.25 to 1.9 percent. 
Retrogasserian neurectomy is inherent with 
certain complications such as neuroparalytic 
keratitis and corneal ulceration which is most 
serious. Frazer introduced subtotal resection 
in which the ophthalmic fibers are spared to 
obviate this complication, and this operation 
is excellent in patients in whom the ophthalmic 
division is not involved in the disease. Facial 
paralysis occurs in two to five percent of the 
cases and is due to traction on the facial 
nerve during the transtemporal operation. This 
often disappears within a few months, but other 
complications are possible, such as transient 
deafness, postoperative hemorrhage, and par- 
alysis of the muscles of mastication as well as 
postoperative paresthesias and dysesthesias. 
Medullary tractotomy entails a selected division 
of the descending spinal route of the trigeminal 
nerve locaced in the medulla, designed to abol- 
ish pain without producing anesthesia to the 
cornea, loss of the sense of touch in the face, 
or paralysis of the masculatory muscles. This 
procedure is much more difficult technically, 
however, and the potentialities for disaster are 
greater than with the transtemporal neurotomy. 
In summary, in the average patient one alcohol 
or hot water injection should be performed, 
but if the pain returns, the patient should be 
encouraged to undergo the curative operation. 


Secondary Trigeminal Neuralgias 

Minor trigeminal neuralgias secondary to 
tumors, vascular lesions, inflammatory disease, 
and in particular, herpes zoster, are often very 
difficult, and constitute what may be consid- 
ered as a trigeminal neuritis. Here the therapy 
is directed toward eradication of the primary 
cause. Analgesics and nerve-blocking may be 
employed for temporary relief of the pain, and 
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in cases where the primary cause cannot be 
eradicated, repeated blocks with alcohol may 
be of great value. It is appropriate here to dwell 
briefly on the pain of herpes ophthalmicus, 
which as we all know, is first manifest by 
neuralgic pain with the distribution of the 
ophthalmic division of the fifth, which is then 
followed in a variable period of times, usually 
within several days, by vesicular eruption. The 
first indications of this type of eruption are 
often along the more distal portions of the 
distribution of the nasociliary branch of the 
ophthalmic division of the fifth nerve. The 
pain of herpes ophthalmicus is steady, burning, 
aching, non-throbbing, and is often associated 
with cutaneous hyperalgesia and paresthesia. 
The treatment of this condition in its acute 
state is now best managed by hospitalization, 
careful observation of the eye to pick up any 
corneal defects or signs in the anterior cham- 
ber of uveitis. These patients respond dra- 
matically to the intravenous use of steroids 
which may be given over several days as 40 
mgms. by constant drip, and then the treat- 
ment may be switched according to the pa- 
tient’s progress to intramuscular injections of 
ACTHAR Gel®, again given over a period of 
ten to fourteen days in order to complete 
therapy, depending upon the patient’s response 
to treatment. If during any of this period of 
treatment there are signs of ocular involve- 
ment, it is important to use mydriatics and 
local steroids. It is now fairly well accepted 
that intravenous procaine and the use of gamma 
globulin ure of no great benefit to these people. 

It must always be remembered that trige- 
minal neuralgia can occur secondary to tumors 
and vascular lesions. It is not within the pro- 
vince of this paper to dwell upon this concept 
to say that as in all painful syndromes or 
symptomatology, the typical character of the 
pain may often steer us away from a basically 
serious underlying cause such as a neoplasm or 
a vascular lesion or any other anomaly which 
may produce irritation of the sensory root, 
gasserian ganglion or nerves. The differential 
diagnosis here lies in the fact that this second- 
ary type of trigeminal neuralgia is slow in onset, 
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long in duration, and between paroxysms there 
is a constant, steady ache. Moreover, there is 
usually a loss of sensation or motor function 
in the trigeminal territory—something that does 
not occur with tic douloureux. 

VII. INFLAMMATION OF THE CRANIAL 
ARTERIES (TEMPORAL ARTERITIS). It is im- 
portant in the treatment of any of the neural- 
gias of the head that we familiarize ourselves 
with the more recently elaborated syndrome of 
inflammation of the cranial arteries. This rela- 
tively uncommon clinical picture is due to non- 
specific inflammation of the temporal artery 
in particular, along with other branches of the 
external carotid. The disease occurs in elderly 
individuals of the white race, more commonly 
men than women in a ratio of two to one. The 
process is characterized at onset by severe 
throbbing headache, pain in the teeth, ears, 
jaws, zygomal and nuchal region. Scalp hyper- 
algesia, and redness of the skin overlying the 
exquisitely tender, prominently distended tem- 
poral arteries, and facial swelling are usually 
noted shortly after onset of the headache. The 
duration of the headache lasts from one week 
to several weeks or even months. 

It is of particular interest to ophthalmolo- 
gists that visual symptoms are the predominant- 
ly serious effect of this nonspecific inflamma- 
tory process. Photophobia and diplopia occur 
early in the syndrome, and later on the most 
characteristic finding is occlusion of the central 
retinal arteries with partial, or even complete, 
loss of vision. The most typical ophthalmo- 
scopic finding which we generally meet in office 
practice after this painful syndrome has been 
present for any great period of time is that 
marked vascular constriction and an ischemic 
type of edema of the nervehead which may 
have progressed beyond this point to produce 
true optic atrophy with extreme pallor and 
either a true primary optic atrophy or that of 
a mild secondary type of atrophy with ill- 
defined disc margins. The cup is usually well 
filled in with glial tissue. It is conceded that 
this type of optic atrophy is, of course, due 
to an occlusion of the central retinal artery 
somewhere along its course, and depending 
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upon where the obstruction takes place, the 
disc will either be seen as completely unin- 
volved or only secondarily involved as an as- 
cending type of atrophy of the primary type. 
Additional symptoms related to encephalitis 
and cerebral damage — mental sluggishness, 
dizziness, vomiting, and dysarthria may occur 
during the acute phase. It is certainly worth 
while doing peripheral vascular studies, and 
particularly bearing in mind the fact that peri- 
arteritis nodosa and other so-called collagen 
diseases are oftentimes related to this type of 
neuralgia and affection of the optic nerve. 
Therapy centers about the early administra- 
tion of steroids, particularly large doses of cor- 
tisone orally. When instituted before serious 
optic nerve injury, sequeallae are minimized. 


Intracranial Headaches 


The previous section is devoted entirely to 
the extracranial form of headaches, but, as indi- 
cated in each section, it is very possible that 
from the migraine syndrome down to the more 
specific types of typical or atypical neuralgias, 
the pain, through extracranial in distribution, 
may often arise from disturbances of pain- 
sensitive structures within the skull. 

Through observations made during neuro- 
logical exposure of various parts of the brain, 
the principal intracranial, pain-sensitive struc- 
tures were identified. These include the great 
venous sinuses; their venous tributaries from 
the surface of the brain; parts of the dura at 
the base; the dural arteries (notably the mid- 
die meningeal); the cerebral arteries at the 
base of the brain, and the intracranial portions 
of the nerve carrying afferents—namely, the 
fifth, seventh, ninth, and tenth cranial nerves, 
and the upper two of the three cervical nerves. 
Appropriate stimulation of these structures 
evokes pain in various parts of the head, indis- 
tinguishable as to quality and location from 
the headaches associated with disease of these 
tissues. 

Headaches from structures on or above the 
superior surface of the cerebellum are experi- 
enced in various regions in front on a vertical 
plane, and joining the ears across the top of 


277 


. 
1? 
% 
; 


the head (fronto-temporal-parietal). The fifth 
cranial nerve carries the sensory fibers for pain 
from this source. Headache experienced be- 
hind this line (occipital) has its origin from 
structures on or below the inferior surface of 
the tentorium cerebelli. The afferent fibers for 
this pain are carried in the ninth and tenth 
cranial nerves and the upper three cervical 
nerves. 

The cerebrospinal fluid per se is not directly 
related to headache. Headache due to intra- 
cranial disease occurs with normal C.S.F. pres- 
sure and conversely, some patients may be free 
of headaches despite a considerably elevated 
C.S.F. pressure. From clinical and experi- 
mental data the following six basic mechan- 
isms of headache from intracranial sources are 
clinically important: 

e Traction on the venous tributaries to 
the venous sinuses from the surface of 
the brain, and displacement of the great 
venous sinuses. 

e Traction on the middle meningeal 
arteries. 

e Traction on the large arteries at the 
base of the brain and the remaining 
branches. 

e Direct pressure by tumors on the cran- 
ial and cervical nerves containing 
afferent pain fibers from the head. 

e Inflammation in and about any of the 
pain-sensitive structures of the head, 
and the pia and dura at the base of 
the brain. 

e Distention and dilatation of the intra- 
cranial arteries. 

The first four of the above mechanisms are 
commonly associated with the headache of 
brain tumor. Since the intracranial structures 
are enclosed in a rigid bony container, head- 
ache in various parts of the head quite remote 
from a space-occupying lesion is not uncom- 
mon. 

It is our responsibility always to be alert 
to the possibility of a brain tumor whenever 
severe or persistent headache is present, and 
particularly in a patient who has not previously 
had headache, or where the headache changes 
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its side, quality or intensity, as compared with 
the chronic varieties. 


The headache of space-occupying intra- 
cranial lesions is deep in, aching, steady and 
dull. Very seldom is it rhythmic or throbbing 
as are the majority of the extracranial head- 
aches are. The headache of brain tumor is 
often worse during the acute phase of even 
minor infections, particularly acute upper res- 
piratory infections. The headache is worse on 
standing, and if it varies at all during the 
twenty-four hour cycle, it is usually worse in 
the morning. Acetylsalicylic acid in 0.3 gm. 
amounts and local application of cold packs 
may diminish the intensity of the head pain. 
Except terminally in some instances, the head- 
ache is rarely as intense as that associated 
with migraine, cluster headache, cerebral aneu- 
rysm or meningitis. Even when there is direct 
compression or extensive traction on pain- 
sensitive cranial nerves by slowly growing 
tumor, headache may be absent or slight, and 
rarely is as intense as the pain of tic doulou- 
reux. The differential diagnosis between par- 
oxysmal cranial facial pain and the pain of 
tumors around the distribution of the fifth nerve 
has been mentioned previously. Tumor head- 
ache is often associated with nausea and vom- 
iting; however, vomiting often occurs without 
nausea, and is then the result of displacement 
or compression of the medulla, in which case 
it is projectile, at least in part, because when 
nausea is slight or absent, vomiting is unex- 
pected. 

In the absence of papilledema, the headache 
in two-thirds of these patients immediately over- 
lies or is near the tumor, and in all, when uni- 
lateral, is on the same side as the tumor. With 
the exception of cerebropontine angle tumor, 
headache is almost always present with and 
usually the first symptom of tumors in the 
posterior fossa. Headache occurs as the first 
symptom of supratentorial tumors in one-third 
of cases, and in the absence of papilledema is 
rarely in the back of the head. When posterior 
headache is associated with supratentorial 
tumors, papilledema is often notable. It is the 
duty of the ophthalmologist always to perform 


MEDICAL TIMES 


= 
: 
a 
4 


visual field tests in any patient with prolonged 
headache, to rule out not only a brain tumor 
but other intracranial masses such as brain 
abscess or subdural hematoma. The treatment 
of these disorders is associated with a direct 
attack on the underlying process which is ob- 
viously in the province of the neurosurgeon. 
In the latter instance, with associated disease 
of the nasal and oral structures, often long 
preceding the symptoms of a brain abscess, 
attention should be directed particularly to the 
optic nerves and the state of consciousness of 
the patient, and the possibly associated findings 
of fever, leukocytosis, and pleocytosis. Fol- 
lowing head injury subdural hematoma is not 
at all uncommon, but it should be emphasized 
that it is often very difficult to elicit a history 
of trauma. Headache is a very predominant 
part of this syndrome, and here again partic- 
ular attention to the eyegrounds is of great 
significance as well as visual field examinations; 
and in this instance the neurosurgeon should 
be called in immediately if a suspicion of this 
tumor is apparent, since sudden changes for 
the worse are quite common. Electroenceph- 
alograms and arteriograms may be helpful in 
diagnosis, but exploration through bilateral 
trephination is the only reliable diagnostic and 
therapeutic procedure. Evacuation of the sac 
of the subdural hematoma must oftentimes be 
carried out, but the specific details of this type 
of treatment are not within the province of 
this paper. 


Headache Due to Inflammation 


Meningitis, encephalitis, and localized in- 
flammation of the dura, and/or epidural ab- 
scess are associated with headache and head 
pain. The headache is of high intensity, con- 
tinuous and throbbing, and often associated 
with extreme photophobia. Neck rigidity is the 
obvious diagnostic point in this instance, and 
if the cerebrospinal fluid pressure is elevated, 
repeated spinal taps are of great benefit, and 
of greater therapeutic value than subtemporal 
decompressions or more wide surgical decom- 
pression. The headache in this instance is due 
to traction and displacement of inflammed 
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intracranial structures. Treatment is directed 
towards eradication of the specific type of in- 
fectious agent encountered through cultures of 
the cerebrospinal fluid. 


Subarachnoid Hemorrhage 


Subarachnoid hemorrhage most commonly 
results from rupture of an intracranial aneu- 
rysm. The headache is sudden in onset and of 
high intensity. A common descriptive phrase 
is, “something suddenly snapped inside the 
head.” The snapping is followed by intense 
throbbing headache; commonly over the occi- 
put at the outset, the pain then radiates down 
the neck and back. Less frequently the site 
of the initial headache is frontal (on one or 
both sides), temporal, at the vertex, or deep 
in the eye; but it soon radiates into the occiput. 
In more than fifty percent of the patients the 
onset of intense pain is accompanied by vom- 
iting, grogginess, neck rigidity, and loss of con- 
sciousness. In ten percent of patients convul- 
sions follow the onset of the headache. In 
addition, many of these patients who do not 
have a sudden rupture with massive subarach- 
noid hemorrhage have pain along the distribu- 
tion of the fifth cranial nerve, particularly in 
and about the eye. This may or not may be 
accompanied by the most common ocular mani- 
festations of intracranial aneurysm, namely, 
ptosis, with partial or complete paralysis of the 
extraocular muscles innervated by the third 
nerve. The pain in this instance has been 
quoted by many authors as indicative of ac- 
tivity of the aneurysm, or rather enlargement of 
the aneurysm, and again, traction on a pain- 
sensitive structure, the arterial wall itself, or 
adjacent nerve structures such as the fifth cran- 
ial nerve. 

When these findings present themselves, 
the patient should immediately be referred 
to a neurologic or neurosurgical service 
where definitive treatment is directed towards 
ligation of the aneurysm itself, or of the in- 
ternal carotid in the neck. Treatment of this 
disorder varies largely with the position and 
size of the aneurysm. If the aneurysm is lo- 
cated above the clinoid process, is free of the 
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cavernous sinus, and is favorably located upon 
the anterior cerebral artery particularly, it is 
accessible to trapping operation intracranially. 
If the aneurysm is located within the caver- 


Ninety-five percent of headaches encountered 
by the physician arise from painful distention 
of certain branches of the external carotid 
artery and/or sustained contraction of ischemic 
skeletal muscle about the face, scalp and neck. 
Migraine headache, atypical facial neuralgias, 
post-traumatic headeche, and most headaches 
associated with arterial hypertension are in- 
cluded in the above categories of extracranial 
headache. Less commonly, headache is direct- 
ly attributable to a disease of the eyes, nose, 
paranasal sinuses, ears, and teeth; and sensory 
ganglion, root, or nerve disorders involving the 
face. Rarely, inflammation of cranial arteries 
is the cause of headache, i.e., cranial arteritis. 
Intracranial pain-sensitive structures are more 
ominous sources of headache. Space-occupying 
lesions (neoplasms, hemorrhage), inflammation 


Summary 


nous sinus, it is obviously inaccessible to sur- 
gical intervention, and in this instance, ligation 
of the internal carotid in the neck is the only 
method of choice, if tolerated. 


of the meninges, and distention of the intra- 
cranial arteries in certain instances of vascular 
headache of migraine type are examples of 
other causes. The treatment of these dis- 
orders is, first, based upon a logical and 
intelligent interpretation of the symptoms of 
the headache, and proper classification of these 
findings. Without this approach, the treatment 
is inconsistent and ineffectual. 

We have given in some detail the modern 
management of all of the principal cranial 
neuralgias. The newer advances in surgical and 
medical therapy will undoubtedly add greatly 
to our armamentarium in the near future, since 
it has only been during the past ten or fifteen 
years that we have intelligently understood 
these conditions. 
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Read the film and compare your find- 


ings with those of a top radiologist. © 
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Automobile accidents constitute one of 


the most serious health problems con- 
fronting the nation today. During the 
coming year alone, almost fifty thousand 
people will be killed and another two 


million or so will be injured in motor 


vehicle accidents. 


\ hat causes accidents, and 


what can be done to alleviate the problem? 
Two things appear clear at the outset. First, 
accidents are not, as the term implies, simply 
a function of chance, although of course chance 
may at times play a role. In the second place, 
while we hear a great many reductionistic ex- 
planations of accidents, in which all of the 
blame is placed on one or another facet of the 
problem, the fact remains that accidents are a 
complex resultant of many variables. We al- 
ready know, for example, that some kinds of 
roads are safer than others and that some kinds 
of vehicles are safer. Nevertheless, there 
appears to be little doubt that, as many safety 
officials emphasize, the major factor contribut- 
ing to dangerous—or to safe—driving is the 
individual himself. 

It is the individual who drives too fast to 
make a turn, who cuts in and out of traffic, 
who runs through stop signs, who pulls out of 
a parking space without looking behind him, 
who crashes into a parked vehicle at a stop 
light, and who goes to sleep on the highway 
after having driven eighteen or twenty hours 
without rest. It is also the individual who 
generates accident-genic conditions on crowded 
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sixty-mile-an-hour limit freeways by driving 
twenty-five miles an hour in the passing 
lane. 

What, then, are the personal factors which 
seem to be associated with safe and unsafe 
driving behavior? The problem is being active- 
ly studied at various research centers around 
the nation.’ In one such investigation,” * at 
the University of Colorado School of Medicine, 
we have been engaged for several years now 
in studying large numbers of safe and unsafe 
drivers. 

In this work, individual drivers have been 
given extensive examinations involving a wide 
variety of techniques ranging from psycholog- 
ical tests of personality functioning, intelligence 
and aptitude tests, and psychiatric interviews; 
to measures of reaction time, depth perception, 
hand-eye coordination, and psychophysiological 
reactions to emotional stress. 

At least for the groups of subjects studied 
thus far (mostly relatively young, healthy 
males), some rather surprising’ findings have 
emerged. 

For one thing, the traditional sorts of meas- 
ures often assumed to make the biggest differ- 
ence between safe and unsafe drivers—obvious 
things like reaction time, depth perception, and 
eye-hand coordination, as well as psychophys- 
iological functioning and intelligence—seem to 
make little difference in most cases. Apparently, 
being able to get one’s foot to the brake a 
fraction of a second sooner than the next person 
is less important than driving carefully enough 
so that such activity is unnecessary—or than 
paying close enough attention so that one 
notices a child ahead of him who might sud- 
denly dash into the street. 

The apparently greater importance of atti- 
tudes and the lesser importance of physical and 
intellectual capabilities—at least within broad 
limits—has certainly been one of the major 
findings of our own and other recent investi- 
gations. 

In this connection, it is interesting to note 
that we found on a test of driving skill that 
high-accident subjects actually reacted more 
quickly than safe drivers, and finished the en- 
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tire test sooner — but that they made more 
errors along the way. 

This, of course, still does not answer the 
question of what personality characteristics, if 
any, are most strongly related to good driving 
behavior. A Canadian psychiatrist, Dr. Wil- 
liam Tillman, has argued that “a person drives 
as he lives.”? A number of recent findings seem 
to support this idea. For example, in our stud- 
ies, two composite personality sketches were 
found to distinguish high-accident and non- 
accident drivers. Of course, not every char- 
acteristic mentioned applied to all accident or 
to all accident-free drivers, just as it is impos- 
sible to say that all women are shorter than 
all men—although, on the average, men as a 
group do tend to be taller. 

However, with this sort of reservation in 
mind, it is interesting to consider the two 
sketches. The reader may wish to judge for 
himself which of these two hypothetical indi- 
viduals is more likely to be the safer driver. 
Let us call the first sort of person Type X: 

“This sort of person tends to be rather con- 
ventional in his values, attitudes, and behavior. 
In general, he seems to gain satisfaction for 
his needs from his everyday life, and to have a 
fairly clear notion of the goals he wants to 
attain in life and of how to pursue them. He 
tends generally to have respect for the rights 
and opinions of other people, and in turn to 
be pretty well accepted by others. While he 
may be normally assertive in defending his own 
rights, he is seldom extremely demanding, dom- 
ineering, or combative. In some cases he may 
actually be somewhat less assertive than an 
adequate defense of his own rights would re- 
quire. Such underlying anger and _ hostility 
toward people as he may have tends to be 
pretty well controlled and is seldom expressed 
in an obvious ‘acting-out’ fashion. If an emo- 
tional problem is present in this type of indi- 
vidual, it is most likely to take the forms of 
overly strong needs for conformity, fears of 
personal injury or illness, fear of aggression 
from others, overly strong needs to please or 
placate others, and denial (that is, pretending 
to himself that everything is always okay, that, 
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as Browning says, ‘God’s in His heaven, All’s 
right with the world’).’* 

Here, on the other hand, is the hypothetical 
individual labeled Type Y: 

“While there may be a fair amount of indi- 
vidual variation on specific characteristics, in 
general this type of person is likely to be 
rather unconventional in his opinions and values 
and sometimes in his outward behavior. He 
is inclined to be rather self-oriented, to have 
difficulty in relating easily and warmly to other 
people, and to be somewhat unaware of, or 
insensitive to, their rights and feelings. He 
may in some cases feel that other people are 
difficult to understand. He often has feelings 
of dissatisfaction about his everyday life, and 
is likely not to have clearly defined goals in 
life or consistent, practical methods for attain- 
ing such goals as he does have. He is apt to 
have difficulty in controlling his anger and hos- 
tility, which may often be excessive, and con- 
sequently may at times be inclined toward dis- 
social, ‘acting-out’ behavior, either at the level 
of outright physical belligerence, or at the level 
of verbal aggression—in the form of sarcasm, 
carping complaints, or destructive comments. 
He is likely at times to exercise poor judgment 
in his evaluation of his environment or in 
choosing courses of action. In some cases, he 
may appear overly preoccupied with his own 
fantasy world, and relatively cut off from social 
relationships with others. If emotional illness 
exists in this type of individual, it appears most 
likely to take the forms of impulsive, hostilely- 
toned, acting-out behavior, poor awareness of 
reality, emotional outbursts and sudden mood 
swings, impaired intellectual functioning, a 
highly personal sort of fantasy life with much 
daydreaming, withdrawal from interpersonal 
relationships, or excessive immaturity.”* 

If the reader has concluded that the latter 
sort of person is more likely to have accidents 
than the former, he is in agreement with the 
findings of the study—at least on the basis of 
the sample of people studied thus far. 

Various other investigators report encount- 
ering such characteristics as emotional insta- 
bility, impulsivity, lack of alertness, egocen- 
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tricity, irritability, foolhardiness, inadequacy, 
or poor social and vocational adjustment more 
frequently among high-accident than among 
accident-free drivers. 

It is important, however, to emphasize a 
basic consideration regarding the findings of 
such studies as the above. In many ways, it is 
probably the most important point of all and 
relates to the fact that the psychological differ- 
ences reported were obtained when a compari- 
son was made between very safe and very un- 
safe drivers. 

Most people fall in the great middle ground 
between these two extremes. According to re- 
liable statistics, most accidents are not caused 
by severe accident-repeaters. Instead, they are 
caused by people who have never had an acci- 
dent before. And since this is the case, it does 
not seem likely that we are ever going to be 
able to make substantial inroads into the prob- 
lem of safe driving, until we do something 
more effective about the average driver. Cer- 
tainly, we may be able to reduce accidents and 
violations to some extent by doing something 
about the small minority of people who have 
accident after accident—either through revoca- 
tion of their licenses, or through the type of 
group or individual treatment currently being 
attempted at various centers. 

But the fact remains that it is the average 
driver who is more likely to collide with us— 
or vice versa—when and if we have an acci- 
dent. And the chances that each of us will 
have at least one serious accident during his 
driving history are disturbingly high. 

What, then, can be done about the average 
driver, since he seems to present the greatest 
problem? 

Final answers will probably depend in con- 
siderable measure upon further research into 
the role of personality factors in accident sus- 
ceptibility, and the information which it pro- 
vides. Meanwhile, however, there still appears 
to be a number of things which can be stated. 
It might be added here that the family physi- 
cian appears in an unusually advantageous po- 
sition for communicating many of them, both 
to his patients and to his associates in the 
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community. Not only does he occupy a posi- 
tion of trust and authority in their eyes, but 
he is likely to be particularly aware of the 
immediate day-to-day stresses, both physical 
and psychological, to which they are being 
exposed. 

In the first place, the individual should never 
permit the routine familiarity of driving to 
blind him to the fact that driving is a complex 
task demanding the best he has to offer at all 
times. This, of course, may mean many things. 
In the first place, it means not driving eighteen 
hours without sleep, and not driving when one 
is feeling ill, or sedated with drugs, or feeling 
ten feet tall and without a worry in the world 
after a few drinks. 

In the second place, studies such as those 
reported above warn the individual that he is 
more likely to have an accident when he has 
been reprimanded by an employer to whom 
he can’t talk back, or when he has spent eight 
hours coping with the public during ladies’ day 
in the bargain basement. Driving home from 
such experiences, the individual is more likely, 
if indeed he notices the other cars on the road 
at all, to view them simply as an enormous 
collection of four-wheeled personal enemies, 
whose sole aim is to get in his way or to frus- 
trate him—and, unfortunately, he is very likely 
to act accordingly. 
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Similarly, if a person is worried about per- 
sonal problems, he is more likely to daydream 
at the wheel—and it frequently doesn’t take 
more than a few seconds for him to suddenly 
wake up and find himself in a potential acci- 
dent situation. When, in fact, for any reason, 
a person is more self-centered and indifferent 
to others, when he is tense and angry, when he 
is feeling unusually elated about something, 
when he is preoccupied with worries, or when 
he is tired, or sick, or feeling under the weather, 
he is simply more likely to have an accident 
or to commit a violation which might ‘easily 
lead to an accident than he is at other 
times. 

In a slightly different vein, it also seems 
clear that when a person begins to employ a 
big, powerful, several-hundred-horsepower car 
complete with wings and stabilizing fins as a 
way of demonstrating how clever, or brave, or 
alert, or devil-may-care, or defiant, or glamor- 
ous he is, his chances of becoming a fatality 
statistic are considerably enhanced. 

As Tillman says, “We drive as we live.” 
Anything which the physician can do to edu- 
cate his patients to a more sensible way of 
life, both physically and psychologically, should 
ultimately pay substantial dividends in a re- 
duced accident rate—with an attendant reduc- 
tion in human misery. 
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SEARCH FOR 
CANCER 


In the past few years cancer research has 
increased tremendously in volume and in 
scope. Great conquests have been made in 
the field of treatment of various forms of 
cancer by bold, aggressive surgery, by more 
effective forms of radiation therapy and by 
the use of new chemicals, hormones and 
even of viruses. 

But despite these attacks along widespread 
scientific fronts, the battle is far from won 
yet and cancer remains the second cause of 
death in the United States. 
200,000 lives each year in this country 


It still claims 


alone. Although we may find some degree 
of hope and of pride in the progress al- 
ready made, we are—as we must be—uni- 
versally dissatisfied with present day ac- 
complishments with the problem of cancer. 


, long as the riddle of what 


causes every type and form of cancer is not 
solved; as long as we must be temporarily 
content with theorizing about the real nature 
of cancer, we might as well realize in all hu- 
mility that our ignorance will yield only to 
still more continued and relentless efforts. 
While we await impatiently for the light of 
understanding to illuminate the darkness in 
which the mystery of cancer is still shrouded, 
we must adopt an active, militant attitude in 
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the fight against this formidable public enemy. 

The surgeons, the radiologists, the biochem- 
ists, the virologists, the physicists and the 
physiologists — are approaching the problem 
from their various viewpoints and their com- 
mon efforts are bringing it to a nearer solution. 
In the meantime the patients are suffering and 
dying while awaiting the blessed day of re- 
demption. 

How can we, in the everyday practice of 
medicine, contribute our share of help? 

The conscientious, earnest effort to search 
for cancer in every individual who comes under 
our care is the best service we can render in 
this field. 

In the present status of our knowledge the 
hopes for cure in almost every form of cancer 
are in direct relationship as to how early it is 
detected and brought to treatment. We know 
that the silent interval before the symptoms of 
cancer are noticeable is long. In the case of 
gastric cancer it is probably about two years; 
in bronchogenic cancer it may be several 
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months; in prostatic and in cervical cancer per- 
haps up to several years. 

Once the symptoms are frankly apparent and 
there is lymph-node involvement, the chances 
for cure are definitely poor, treatment up to 
now being mostly purely palliative for those 
cases. 

It is during that silent period of cancer that 
it is most susceptible to therapeutic attack with 
a substantial opportunity for definitive cure. 
It is the carriers of such silent cancers which 
we must search for and find in order to give 
them effective help. 

We know that cures following surgery in 
such frequent cancers as those of the breast, 
colon and rectum, when the lymph nodes are 
not involved, are about eighty percent. In the 
case of cancer of the stomach the figure is 
closer to fifty percent, but it is improving now 
under more aggressive type of surgery with 
repeated laparotomies to insure elimination of 
lymphatic involvement, as practiced by Wag- 
gensteen and his group in Minneapolis. Cerv- 
ical cancers in Stage 1 and even those in early 
stage 2 have given excellent proportions of 
five year cures under surgery and radiation. 

But still, the majority of patients with cancer 
are coming to their physicians with symptoms 
which show their cancers to be beyond the hope 
of cure by our present methods. 

Without introducing any unnecessary ele- 
ment of hysterical fear, we must insist upon 
advocating frequent periodic examinations if 
we are going to detect these cancers while they 
are still curable. The positive attitude of keep- 
ing one’s health, rather than the fearfully nega- 
tive one of the threat of death should be 
stressed in all our public education campaigns 
in this respect. Once the greatest numbers of 
our population acknowledge the fact that by 
presenting themselves for periodic screenings 
they may help conquer our common enemy; 
once they realize that, as individuals, each one 
of them who might develop incurable cancer 
may thus help prevent it and stay alive and 
well, then half of the battle may be won. 

But teaching the public will accomplish little 
if the general practitioner of medicine, to whom 
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this large number of potential cancer carriers 
shall turn for help, does not realize his own 
tremendous responsibility in this struggle and 
prepare himself for it. Every clinician must 
assume his role as a cancer detector agent and 
every family doctor’s office must become a 
cancer detection center if we want to win this 
fight. Any physician who would ignore this 
duty would be a betrayer to his patients, to 
his profession and to the human race. 

There are chronic detractors who must insist 
that we count the rungs in every Jacob’s lad- 
der as well as the cost thereof, as Waggensteen 
has said, “must we give heed to them and 
give up in despair? or shall we try to dispel 
the fog of apathy that surrounds this problem?” 
The salvage in human life which will in time 
be apparent, will give an adequate answer to 
any doubting Thomases in the end. 

It would be nice to be able to detect every 
case of cancer by simpler means than tediously 
painstaking physical examinations and perhaps 
some day we will. A reliable biological test 
for cancer which could be performed in sam- 
ples of blood or other body fluids would be a 
great step forward. With the help of some radio- 
isotopes we now can detect the location of 
certain cancerous tumors and the day looms 
near when some intravenously injected sub- 
stance tagged with an isotope will accumulate 
and be detected only where cancer transforma- 
tion is taking place in the body. Cytology, the 
study of cellular exfolliations from the various 
organs of the body is already a well established 
standard procedure which helps detect certain 
cancers in their earliest stages. 

Such screening tests do help to lessen some- 
what the arduous detection work that must be 
continued in order to identify as many as pos- 
sible of the persons who harbor a silent cancer, 
as well as to locate their sites or origin. 

But it takes vigorous and constant effort to 
identify the early case and it is in that early 
case where the greatest salvage possibilities 
exist. 

When there are symptoms, relatively little 
struggle will locate the cancer. But then, even 
with the greatest therapeutic efforts and with 
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large expenditures of money, the results are 
yet nothing to be proud of. 

We must all give wholehearted support to 
the campaign for early detection of cancer. 
The physicians constitute the first line of de- 
fense in the valiant struggle against cancer. If 
the medical profession will dedicate itself to 
this task with all its strength, energy and de- 
votion, we will be rendering a great public 
service to our country and to the world at 
large. 

While we entertain hopes of simpler means 
to fight the scourge of cancer, let us remember 
that the fight will be a long and a hard one. 
While we await for better weapons from the 
research arsenals, we must fight with the 
weapons we already have at hand. Every one 
of us has the duty of learning how to use these 
weapons in the best possible manner. Until 
better methods for mass screening are per- 
fected, the problem will continue to be largely 
one of close-in fighting and in this type of 
struggle one can’t ever let the enemy get loose 
from one’s grasp. 

Despite all recent research efforts, the most 
effective detection weapons against cancer are 
still careful observation and thorough and con- 
scientious examinations of every individual 
patient. The taking of the history is important 
because it can produce clues which may lead 
toward the search in certain bodily locations. 
Frequency of cancer deaths or of the incidence 
of cancer in an individual’s family history 
should at least awaken our suspicions. History 
of otherwise unexplainable aches and pains, 
cough, digestive disturbances, constipation, 
abnormal bleedings and rapid weight loss are 
all suggestive of cancer which may already 
be even beyond the “silent stage” and it would 
be inexcusable to ignore them. 

In the actual physical examination it is valu- 
able to get in the habit of establishing and 
following a regular routine of inspection and 
palpation with painstaking search at every seg- 
ment of the body. Step by step the skin and 
appendages should be carefully examined, not- 
ing its general color and texture but also, espe- 
cially, any unusual disturbances of pigmenta- 
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tion. Any wart which grows rapidly or be- 
comes intensely dark should be excised and 
sent to a pathologist for study. Persistent urti- 
caria when investigation fails to show the cause, 
especially when the patient steadily loses 
weight, may be related to cancer. Sometimes it 
is a premonitory symptom of pernicious ane- 
mia but other times it is a sign of hematopo- 
ietic system diseases such as leukemia or lymph- 
ogranulomatosis. The general appearance of 
the individual will become strikingly suggestive 
of cancer only in the most advanced stages 
when severe ematiation, characteristic sallow 
complexion, obvious weakness and pain, and 
even the foul odor of ulcerated lesions may 
become obvious. Abnormal changes in the oral 
mucosa resulting from marked avitaminosis B 
are believed to be a highly important etiologic 
factor in oral cancer. 

Any persistent erosion or ulceration of the 
skin or mucosae, as well as any abnormal vis- 
ible or palpable growth should be considered 
with suspicion. All eroded surfaces may be 
studied cytologically and findings clarified by 
biopsy. All abnormal masses, not well ex- 
plained by other means should be biopsied. 
Verruca or warts of the eyelids, especially in 
elderly people, should arouse suspicion of 
epithelioma. Usually located on the nasal side 
of the lower eyelid epithelioma may be seen 
also as a shallow ulcer covered by a scab 
which reveals a raw surface when removed, 
and soon reforms, without any attempt at 
healing. It is an affection of the middle aged 
and elderly, slow in development, remaining 
stationary for years. Carcinoma of the eye it- 
self is usually dramatic enough in its appear- 
ance to be obvious. It is usually secondary, 
though especially as a glioma, may occasion- 
ally be primary. Sarcoma of the orbit is usually 
secondary to sarcoma elsewhere and its growth 
is very rapid. 

Epithelioma of the lip is one of the most 
malignant forms of skin cancer. Its early iden- 
tification is of the utmost importance. It seems 
fairly well established that long continued 
trauma at a certain spot, as from holding a 
pipe-stem, or from the irritation of a jagged 
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tooth or broken artificial prosthesis play im- 
portant part in the etiology of the epithelioma 
of the lip. The appearance of early lesions is 
similar to the common cold sore, a painless 
crack, fissure or other break in the continuity 
of the mucous membrane, covered by a crust 
or “scab” which forms again when removed, 
with no tendency for the raw surface to heal. 
The ulcer slowly and gradually enlarges and 
the edges become indurated but no pain is 
usually felt until it is very large and cervical 
and axillary nodes have become involved. Any 
lip lesion which does not heal promptly, espe- 
cially in middle aged or elderly patients should 
be considered malignant and treated vigorously 
and early. Cytology may aid in early diagnosis 
but biopsy may be necessary in certain cases. 
All hope for cure lies in early recognition. 

At the neck, any chronic enlargement of the 
cervical glands should be suspected. Hodgkins 
disease may be accompanied by large, isolated, 
non-suppurating lymph glands at the neck and 
elsewhere. In lymphatic leukemia there may 
be a soft enlargement of the glands with no 
tenderness or suppuration and the nodes are 
felt large and freely movable under the skin. 
In lymphosarcoma they grow rapidly into large 
masses adherent and not freely movable, ten- 
der to the touch and with a tendency to infil- 
trate adjacent structures. 

Abnormal enlargements anywhere in the 
body must be carefully investigated and con- 
sidered suspicious of malignancy until proven 
otherwise. The breasts should be systematically 
and adequately examined. By inspection one 
notices any malposition of the nipple or dimp- 
ling of any area of the skin which may suggest 
retraction due to fibrous adhesions or bands 
between the skin and a neoplastic mass. With 
the patient sitting up and her arms akimbo she 
is asked to press her hands firmly against her 
flanks. This maneuver will intensify the dimp- 
ling effect and will make it apparent when not 
frankly visible otherwise. Palpation should be 
made with the patient lying on the examining 
table in such position that the whole breast 
mass will lie as evenly as possible over the 
thoracic wall. The use of a pillow under the 


288 


scapula of the opposite side and the arm over 
the head is the best routine. Then the breast 
is palpated systematically from the axilla down- 
wards. Any abnormal induration deserves 
attention and cases of cystic mastitis should be 
carefully differentiated by their characteristics 
of being diffused, not well delineated, usually 
bilateral and usually painful before menses with 
relief afterwards. 

Malignant breast nodes are usually hard, 
smooth, adherent to skin and or underlying 
structures and there are skin dimplings and de- 
viations of the nipple in almost every instance. 
In advanced cases, the skin becomes edema- 
tous and acquires the aspect of orange peel. 
Axillary nodes, when detected, indicate an 
advanced, usually classified as inoperable can- 
cer. Discharges from the nipple may or may 
not be necessarily malignant but as in the case 
of nodes, they all should be held suspicious 
until proven otherwise. All colored discharges 
should be submitted to cytologic studies and all 
suspicious breast nodes should be biopsied. The 
biopsy of a breast lump should be made in a 
hospital operating room, prepared to carry on 
a radical mastectomy if the study of frozen 
sections does not rule out malignancy. The 
patient should know this well in advance. 

Cancer of the lungs, G.I. tract and urolog- 
ical systems are more elusive and difficult to 
detect in routine physical examinations during 
their silent, asymptomatic phase. In these cases 
the existing screening methods are based upon 
careful, time consuming and costly radiolog- 
ical investigations. Except for the lungs, where 
a single routine A-P plate may be obtained 
without too much expense as part of routine 
check-ups, for the other systems we will have 
to find better and more practical methods of 
screening which may be applied to large num- 
bers of people without too much cost. 

A pelvic examination should be an indis- 
pensable part of every routine physical exami- 
nation in either sex. In males, abnormal indura- 
tions of the testes, epididimi or prostate should 
be noticed and studied. Rectal examination 
through a proctoscope will reveal any ulcera- 
tions or tumors in one of the most frequent 
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locations for cancer in men. In females a care- 
ful observation of the rectum should also be 
done, but more important still, in view of the 
high incidence of uterine cancer, is the biman- 
ual palpation of the pelvic organs and the 
specular examination of vagina and cervix. Any 
erosion or ulceration, any abnormal urterine 
bleeding is suspicious, and should be investi- 
gated through biopsy studies. Cervical cytology 
surface biopsies when collected as a routine in 
every unsuspected case will render consider- 
able dividends. In this writer’s practice for the 
last twenty years, every female over twenty 
years of age who is examined always has a 
cervical cytology study made. Three cases of 
absolutely normal appearing cervix, without 
any abnormal bleeding or other symptoms have 
been confirmed by biopsy and surgery to have 
had cancer of the cervix from among a total of 
about four thousand women examined. Other 
cases which were also found positive had 
showed an erosion, a small ulceration, some- 


thing which at least would arouse and direct 
suspicion. But these three women, two of them 
young and the wives of doctors, were diag- 
nosed at such early stages and are presumably 
cured thanks to the routine screening methods 
by the means of cytological smears. 

When cytology is further improved and be- 
comes more widely applied to the study of 
exfolliations and secretions from all body cavi- 
ties, the Gordian knot of cancer will have a 
few more strands loosened, and more people 
will live useful healthy lives which otherwise 
would be forfeited to ignorance. 

United in the common effort with the scien- 
tists in the laboratory, the physicists in the 
atomic plant, with the surgeon and with the 
endocrinologist, the family physician remains 
the front line soldier, the “dough-boy” who 
must struggle along over the enemy territory 
and conquer and hold it by his own efforts. 
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P rior to the introduction of 
penicillin, the majority of syphilitic patients 
were treated in public clinics. With the dra- 
matic decline in the incidence of syphilis fol- 
lowing the introduction of penicillin there was 
a relaxation of syphilis control programs and 
many public clinics were closed. In addition, 
the ease of treatment caused a migration of 
patients from the public clinic to the private 
practitioner even in areas where the clinics re- 
mained open. This migration has placed upon 
physicians the responsibility of being prepared 
to manage syphilis. While treatment of this 
disease has been simplified to the point that 
any competent physician can manage therapy, 
diagnosis has become more difficult due to new 
types of serologic tests and the increased inci- 
dence of diseases associated with biologic false 
positive reactions. It used to be said that any- 
one could diagnose syphilis but that it took an 
expert to treat it. The problem has now re- 
versed itself. 


Diagnostic Problems 


In the field of diagnosis there has been little 
change in the techniques used for the diagnosis 
of either primary or secondary syphilis. Pri- 
mary syphilis should still be considered when- 
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ever a genital lesion is present. The gross 
appearance of the genital lesion correlate so 
poorly with their etiologic agents that multiple 
darkfield examinations are essential for early 
and accurate diagnosis. A single serologic test 
for syphilis is of little help since it may be 
positive or negative; however, a rapidly rising 
titer on repeated quantitative testing in the 
presence of what appears to be a primary 
lesion is virtually diagnostic. This method of 
diagnosis, while relatively accurate, has the 
inherent danger of allowing spread of the dis- 
ease by delaying therapy. 

The standard serologic tests are of more 
value in secondary syphilis since they are con- 
sistently positive. If the STS is not reactive 
the physician should either check his laboratory 
or change his diagnosis. On the other hand, 
the presence of a positive serologic test for 
syphilis does not mean that an associated rash 
is secondary syphilis. A positive darkfield ex- 
amination can be obtained from most cases of 
secondary syphilis and as in primary syphilis 
is the only absolute method of diagnosis. 

While accurate diagnosis of primary and 


Dr. Montgomery is Director, Venereal Disease Clinic, 
Instructor in Medicine, 
Baylor College of Medicine, Houston, Texas. 


Houston, Texas, and Clinical 


MEDICAL TIMES 


a 
e 
\ 


secondary syphilis is relatively easy, the real 
diagnostic problems occur in latent cases. It 
is these patients that the physician most fre- 
quently encounters and by whom he is most 
frequently confused. By definition, latent syph- 
ilis implies no evidence of syphilis, other than 
a reactive serologic test for syphilis and pos- 
sibly a history of lesions, so that diagnosis is 
based primarily upon laboratory evidence. A 
spinal fluid examination should be done in 
patients having latent syphilis since a positive 
serological test for syphilis would indicate 
CNS infection establishing the diagnosis of 
neurosyphilis. 

If the spinal fluid examination is omitted, 
sufficient therapy should be given to handle the 
possibility of neurosyphilis. In the past, differ- 
entiation of latent syphilis from biological false 
positives has been based on history, physical, 
and too often the socio-economic status of the 
patient. It has long been known that the stand- 
ard serologic tests for syphilis measure a non- 
specific substance termed reagin, which is pres- 
ent in many conditions other than syphilis. 
When syphilis was prevalent the number of 
reactors who did not have syphilis made up a 
relatively insignificant proportion of the re- 
active laboratory reports and constituted no 
serious problem. With the dramatic decline in 
the incidence of syphilis combined with the 
increase in the incidence of diseases known to 
cause biological false positives, the percentage 
of biological false positives among reactors has 
increased many fold. Despite this increase in 
biological false positive reactors, it should be 
stressed that a positive reagin serologic test for 
syphilis should still be considered indicative of 
syphilis and thoroughly evaluated as such be- 
fore being attributed to any other cause. 

About ten years ago, a new group of rela- 
tively specific serologic tests which have lent 
assistance in the field of diagnosis began to 
appear. The first of these tests, the Treponema 
Pallidum Immobilization Test (TPI), was de- 
veloped by Nelson and Mayer.' This test de- 
pends upon the immobilization of live Tre- 
ponema pallidum by the treponemal antibody 
present in the serum of syphilitic patients. 
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While this test is more specific than the non- 
treponemal tests, it requires highly trained per- 
sonnel, the maintenance of a virulent strain of 
spirochetes by propagation in rabbits, and it 
is not economically feasible as a routine testing 
procedure. It is considered the most specific 
test for syphilis available. 

In 1952, Portnoy and Magnuson* were able 
by chemical extraction to isolate a protein frac- 
tion from virulent Treponema pallidum which 
could be used as the antigen in a complement 
fixation test. This test became known as the 
Treponema Pallidum Complement Fixation 
Test (TPCF). The results from this test appear 
nearly equivalent in sensitivity and specificity 
to the TPI test. The TPCF test is more eco- 
nomical than the TPI and can be performed 
in any laboratory capable of performing a com- 
plement fixation test; however, the isolation of 
the antigen is difficult and still too expensive 
for routine use. Several tests using nonviable 
treponemes have been developed but never at- 
tained great popularity. 

More recently D’Alessandro and Dardanon 
isolated an antigen from the Reiter strain of 
Treponema, a nonpathogenic strain which can 
be cultivated; and Cannefax and Garson,‘ using 
this material, introduced a complement fixation 
test known as the Reiter Protein Complement 
Fixation Test (RPCF). This antigen costs less 
than one cent per test dose, which is compar- 
able with reagin antigen. It can also be per- 
formed in any laboratory equipped to run com- 
plement fixation tests, and appears to be replac- 
ing the more complicated and expensive tre- 
ponemal tests. 

These tests should not be substituted for a 
careful evaluation by history and physical, and 
patients having latent syphilis should have a 
spinal fluid examination if possible prior to 
final diagnosis. In addition careful attention 
should be given to the cardiovascular system 
since the patient may have either aortic insuffi- 
ciency or aortic aneurysm indicating cardio- 
vascular syphilis. It is only when the diagnosis 
is still in doubt following a careful evaluation 
that the treponemal tests need be employed. 
It should be pointed out that the presence of 
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a disease known to cause false positive sero- 
logic tests in no way insures that a reactive 
test is a false positive and not due to syphilis. 

The physician should recognize that sero- 
logic tests for syphilis do not revert to serone- 
gativity immediately following therapy, but fre- 
quently remain positive for years or even life. 
The widespread use of antibiotics makes this 
even more important since many patients hav- 
ing syphilis are now treated accidentally with- 
out diagnosis or even knowledge of its ex- 
istence. I have frequently found these cases 
to be incorrectly diagnosed as biological false 
positives. Under these circumstances the tre- 
ponemal tests are also usually positive. Un- 
fortunately, there is still no test available to 
differentiate the treated from the untreated 
patient. This dichotomy must still be made on 
the basis of the clinical history. 


Trends in Therapy 


Since the advent of penicillin there have been 
numerous schedules advocated for the treat- 
ment of any and all stages of syphilis. There 
is no question but that penicillin is the 
most effective drug available. It can be ob- 
tained in a variety of preparations capable 
of maintaining a penicillin blood level per injec- 
tion for a period varying from hours to weeks. 
To say that one adequate schedule or prepa- 
ration is superior to another is not justifiable. 
Any of these preparations can be used effec- 
tively to treat syphilis but there are certain 
principles of therapy that should be observed. 
It has been shown that the duration of the 
penicillin blood level is equally if not more 
important than the actual concentration of 
penicillin in the blood.® In general, low blood 
levels if sufficiently prolonged are more effec- 
tive than a high blood level for a shorter period 
of time. It is the author’s opinion that regard- 
less of the penicillin preparation used a reason- 
able penicillin blood level should be maintained 
for at least eight days. Aqueous penicillin 
given several times daily, procaine penicillin 
with aluminum monostearate in oil given in a 
variety of schedules, or benzathine penicillin 
(Bicillin) given in a single session® * can meet 
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these criteria. The most popular preparation 
in use today is procaine penicillin with alumi- 
num monostearate in oil. When this prepara- 
tion is used in early or latent syphilis, I would 
suggest a total dosage of at least 4.8 million 
units. This may be given as 600,000 units 
daily for eight days or as 2.4 million units 
initial dosage followed by 1.2 million units at 
two to four day intervals. 

Our clinic treatment program consists of 
2,400,000 units of benzathine penicillin in early 
and latent syphilis, 1,200,000 units (300,000 
units per cubic centimeter) being injected intra- 
muscularly into each buttock at the time of 
diagnosis. If a patient is diagnosed as having 
latent syphilis, a lumbar puncture is done, and 
if the serologic test on the cerebrospinal fluid 
is later reported as reactive, the diagnosis is 
changed to asymptomatic neurosyphilis. The 
patient then returns to the clinic in two weeks, 
and the initial dosage of 2,400,000 units of 
benzathine penicillin is repeated. This same 
schedule is employed for cardiovascular syph- 
ilis. This is in accord with the accepted con- 
cept that the late manifestations of syphilis 
require more therapy than either the early or 
latent disease. Benzathine penicillin has ad- 
vantages from the public health standpoint, 
since it is less dependent upon the patient’s 
return for continued therapy and practically 
eliminates the problem of partial treatment. 
The only disadvantage of benzathine penicillin 
is pain in the site of injection. 

It should be mentioned that there is no evi- 
dence to indicate that pregnancy increases the 
amount of penicillin required for adequate ther- 
apy. For this reason we employ these same 
schedules in our prenatal patients. In adults, 
congenital syphilis is treated as any other latent 
case of syphilis; in infants and small children 
we treat with half the usual dosages of peni- 
cillin. 

In recent years there has been an increase in 
the incidence of penicillin sensitivity reactions 
requiring that the physician at times avoid the 
use of penicillin as a therapeutic agent. There 
are now a variety of other drugs available.* 
Chlortetracycline, chloramphenicol, and oxy- 
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tetracycline have been adequately evaluated. 
It is recommended that when used a total dos- 
age of 30 grams be given over a period of 
ten to fifteen days for early and latent syphilis. 
Recent investigations on carbomycin and ery- 
thromycin have indicated that a total dosage of 
20 grams given over a similar period is equally 
effective.® Large total dosages of these drugs 
are recommended for the treatment of neuro- 
syphilis and cardiovascular syphilis. 


Social Responsibility 

The physician’s responsibility does not end 
when the syphilitic patient is diagnosed and 
treated. The physician who regards a case of 
syphilis as a matter involving only his patient 
and himself is remiss. Every infectious case has 
a source and in all likelihood has contagion. 
Certainly all the sexual partners of any indi- 
vidual having infectious syphilis should be ex- 
amined and treated if necessary, not only to 
stop further spread but also to prevent the 
patient himself from becoming reinfected. Eli- 
citing of the patient’s sex contacts and the con- 


The transfer of the syphilitic patient from 
public clinic to private practitioner has placed 
upon the physician the responsibility of being 
prepared to competently manage syphilis. The 
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with gastrointestinal 
disease related to a troublesome life situation 
are helped by a good physician-patient rela- 
tionship. As Bockus' put it, “The physician 
must know his ulcer patient as a human being. 
This frequently requires time and patience.” 
But there seems to be no conclusive opinion 
as to how much time and special attention 
should be spent with such patients, nor when 
it should be given. This paper is to report a 
study on the need for reassurance and extra 
attention by patients with peptic ulcer, using 
a tranquilizer-anticholinergic combination as 
part of the therapy. 

The medical aspects of peptic ulcer are 
well known. In general, “Stomach rest .. . 
constitutes a basic principle of ulcer therapy. 
Rest of the body and of the mind are essential 
to a maximal degree of gastric inactivity.”' The 
measures in common use include diet, anti- 
cholinergic drugs, antacids, sedatives or tran- 
quilizing agents, simple psychotherapy and 
hospitalization. 

Clues to the type of psychotherapy needed 
may be found in papers which appeared in 
a symposium on _ gastroenterology. Gaskill’ 
made a “Personality Study of Patients with 
Organic Digestive Tract Disease.” He noted 
that patients with peptic ulcer “Had the usual 
configuration of partially repressed passive- 
dependent wishes. To this was added, how- 
ever, hostility which was a prominent symp- 
tom.” Gaskill’s psychotherapeutic interviews 
were generally an hour in length, and “oc- 
casional patients were seen in excess of fifty 
to seventy-five visits. Wolf* showed that “in 
subjects with peptic ulcer, gastric hyperfunc- 
tion may be accentuated with the production of 
hyperacidity, hypermobility and pain by a vig- 
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orous discussion of significant personal prob- 
lems.” 

Bockus had already observed that many 
ulcer patients have a “closemouthed, self- 
sufficient personality” which makes it difficult 
for them to discuss their problems. It was 
conceivable to us that discussion of the pa- 
tients’ troubles might also be harmful to pa- 
tients with peptic ulcer by bringing up the 
problems which rekindle hostility and accentu- 
ate gastric hyperfunction. Often the patient’s 
emotional problem is all too clear and what 
is needed is help in living with it rather than 
probing into it. We felt that a tranquilizer 
might provide the needed relief without this 
disadvantage. 

Hospitalization is particularly liable to be 
expensive and to disrupt the patient’s activities. 
Though it provides a professionally prepared 
diet with milk and sedatives and antacids at 
prescribed times, as well as removal from a dis- 
turbing life situation, it may be a cause of 
anxiety to a woman separated from her chil- 
dren or to a man worried about his job. 

Assuming that rest of both mind and stom- 
ach constitute the essential therapy of peptic 
ulcer, we made a study to see whether the use 
of a tranquilizer and an anticholinergic drug 
would provide these essentials in place of ex- 
tra time and reassurance from the physician. 
For the study we selected Milpath,®* a com- 
bination of 400 mgms. of meprobamate with 
25 mgms. of tridihexethyl chloride, because 
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THE IMPORTANCE OF PHYSICIAN-PATIENT RELATIONSHIP 
IN TREATING PEPTIC ULCER PATIENTS 


these are well-known drugs with a low inci- 
dence of undesired side effects and their com- 
bination provided ease of administration.‘ Such 
a study might be done in several ways. One 
way would be to compare a group given medi- 
cation and no extra attention with one given 
no medication and extensive psychotherapy, 
but since private patients were to be used and 
medication is of accepted value, this seemed 
impractical. We, therefore, decided to give all 
patients medication and to vary the amount of 
reassurance and extra time given to the pa- 
tient by the physician. This method also facili- 
tated the giving out of refill medications by 
the nurses when the doctors were out, without 
disturbing the ordinary activities at the office. 
It should be emphasized here that the usual 
good physician-patient relationships, and 
nurse-patient relationships were maintained 
throughout with all patients. 


Plan of Study 


1. SELECTION OF SUBJECTS. Two series of 
private patients, seen in the general practice 
of medicine and taken consecutively to avoid 
bias or selection, were the subjects of the study. 
Most had already had unsuccessful previous 
therapy. All patients had a complete history 


*Milpath® (a combination of 400 mgms. of mepro- 
bamate and 25 mgms. of tridihexethyl chloride) was pro- 
vided through the courtesy of Wallace Laboratories, New 
Brunswick, New Jersey. 
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taken, as well as a complete physical examina- 
tion and routine laboratory tests such as blood 
count. urinalysis and test of the stool for blood 
by the guaiac method. Radiologic examination 
of the gastrointestinal tract was made in all 
cases to confirm the presence and prove the 
location of a peptic ulcer. 

2. TREATMENT OF THE PATIENTS. All pa- 
tients were instructed to take a bland diet. 
However, not all followed the diet; we learned 
that most ate as they pleased when symptom 
free. They were given an antacid one hour after 
meals and at bedtime unless they refused or 
had already taken antacids without effect. Pa- 
tients were followed at weekly intervals or 
oftener if indicated. 

All patients were given Milpath, initially on 
a trial dose of one tablet three or four times a 
day with meals and at bedtime. The dose of 
the combination was adjusted to each indi- 
vidual’s needs as soon as symptoms disap- 
peared, and thereafter maintained at a constant 
dose throughout the period of office treatment. 
When office treatment ended, the patients were 
advised to continue to take one tablet as 
needed. 

The major difference in the care of the two 
groups was in the degree of reassurance and 
amount of special attention given to the pa- 
tient. Group I (routine care) were simply 
told to follow a bland diet, take the medica- 
tion and return in a week. They were not told 
that they were receiving a new medicine, nor 


295 


‘ 1? 
| 
& 


to expect certain relief of symptoms, nor was 
extra time spent with them. Group II (extra 
attention) were likewise to follow the diet and 
take medication and return but were given ex- 
tra reassurance and time. They were told that 
they were receiving a new ulcer medicine, 
which worked on a new basic principle and that 
they could confidently expect relief of their 
symptoms. On the first visit an extra period 
was devoted to what Weiss’ has called the 
“psychosomatic viewpoint” in hearing and dis- 
cussing their problems. On future visits a short 
extra period was also devoted to this. 

No patients were hospitalized unless they 
were thought to need procedures which could 
not be done outside. 

3. EVALUATION OF RESULTS. Because it is 
known that the large majority of patients re- 
spond to therapy, records of a number of fac- 
tors were kept in order to compare the two 
groups more closely. These included the age, 
sex, presence or absence of previous therapy, 
type of ulcer, complications both of life situa- 
tions which were producing stress and of 
conditions of an organic nature such as hema- 
temesis or melena, the use of adjuvant therapy 
which seemed indicated, the daily dose of 
Milpath needed to provide relief, the time in 
days at which symptomatic relief was noted, 
and the time at which office treatment could be 
terminated. (Most patients continued to take 
Milpath in minimal dosage when needed for 
stressful situations after recovery had been 
obtained. ) 

Final results were considered excellent if 
the patient had complete relief of symptoms 
within three weeks and went onto complete 
recovery with objective evidence of ulcer heal- 
ing within six weeks; unsatisfactory was used 
for cases that were not so improved even 
though they experienced some symptomatic 
relief at one time or another. 


Results 


The results of the study are summarized in 
Table I which shows that the differences be- 
tween the two groups are. not statistically 
significant either as to the type of patient from 
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which they were drawn or the results of 
therapy. Both groups consisted chiefly of men, 
their average age being in the fifth decade. 
Most had been on previous therapy which had 
been relatively unsuccessful, and the majority 
had duodenal ulcers. 

Eight patients had bleeding ulcers, and 
three of these with hematemesis were hospital- 
ized for transfusions. One patient with pyloro- 
spasm was hospitalized for gastric evacuation, 
and another because acute pancreatitis was 
suspected. (The patient with stress ulcer was 
hospitalized and received transfusions but these 
were related to his fractures and he is not 
listed as a patient for hospitalized ulcer.) 

Adjuvant therapy of antacids was given to 
most patients; one patient who had previously 
been hospitalized for acute cholecystitis was 
continued on bile salts and another was given 
thyroid. Five patients in Series II (extra at- 
tention) were given barbiturates or meproba- 
mate for sleep. 

The average patient obtained symptomatic 
benefit from Milpath in about four days, 
though many noted dramatic relief in the first 
two days. In rate of recovery the series on 
ordinary care was slightly but not statistically 
superior to the group given extra psychoso- 
matic attention. Full therapy was maintained 
for about forty days on the average. Some 
patients felt they had so much help that they 
cut their dose by themselves after a week; 
others, under prolonged emotional stresses, 
were maintained on therapy for three to six 
months. 

The dose of Milpath usually needed to give 
relief was about four tablets a day, though 
there was considerable individual variation. One 
patient, who obtained excellent relief on an 
initial dose of three tablets a day, but who was 
made drowsy on this dose, was successfully 
maintained on a single tablet at breakfast and 
continued to take the single tablet for six 
months though his ulcer had healed completely, 
as shown by x-ray. Another patient with a 
very painful duodenal ulcer was given twelve 
tablets a day at the start; he obtained excellent 
relief in eighteen hours and continued to take 
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TABLE! SUMMARY OF RESULTS 


AGE 
Average 


Range 


COMBINED GROUPS 
(59 PATIENTS) 


SERIES | 
(30 PATIENTS) 


SERIES 1! 
(29 PATIENTS) 


47.0 years 
25-73 years 


48.9 years 
31-73 years 


45.1 years 
25-70 years 


Men 
Women 


19 
10 


PREVIOUS THERAPY 
Used 


None 


Hematemesis or melena 
Patients hospitalized for blood 
Patients hospitalized for other 
reasons 


TYPE OF ULCER 
Duodenal 


Gastric 
Marginal 
Stress 


ADJUVANT THERAPY 
Antacid 


Transfusion 

Bile salts 

Thyroid 

None 

Sedation at bedtime 


TIME BENEFIT NOTED 
Ist day 


2nd day 

4th to 7th day 

8th to 21st day 

Average time to benefit 
No benefit of significance 


20 


21 

(4.3 days) 
4 


13 
11 
(3.5 days) 


5 


10 
4 
(5.1 days) 


5 


- 


TIME ON OFFICE THERAPY 
Average 


Range 


39.4 days 
7 to 180 days 


40.7 days 
7 to 180 days 


41.9 days 
7 to 180 days 


DOSE OF MILPATH USED ON MAIN- 
TAINED THERAPY (TABLETS PER DAY) 
1 1 ] 0 
3 14 8 6 
4 31 16 15 
5 5 2 3 
6 4 2 2 
8 3 l 2 
12 1 0 l 
Average 4.3 tablets 4.0 tablets 4.6 tablets 
SIDE EFFECTS 
Constipation 3 2 | 
Drowsiness 


FINAL RESULTS 
EXCELLENT 


UNSATISFACTORY 


53 (90%) 
6 (10%) 


27 (90%) 
3 (10%) 


26 (90%) 
3 (10%) 


SEX 
16 6 
49 6 03 
: | 10 4 6 
8 3 5 
3 1 2 
2 1 
50 05 25 
2 4 
0 
48 05 23 
4 2 2 
1 0 
1 0 1 
; 8 5 3 
5 0 5 a 
9 ; 


this high dosage without side effects of any 
sort for seven days, after which the dosage was 
cut to six tablets daily. 

Side effects were minimal, and related to 
dosage. Three patients were constipated and 
two were drowsy but these symptoms were 
mild and promptly relieved by reducing the 
dosage or by use of a mild laxative. 

About ninety percent of the patients, both 
in the series given routine care and in the 
series given extra attention, were so clearly 
benefited by Milpath that the results were 
considered excellent. All of these patients 
went on to complete recovery, even though 
most had previously been on accepted thera- 
peutic programs without complete success. 

About ten percent of the patients failed to 
obtain satisfactory relief. This is about the 
proportion of failures reported by others’: * and 
was equally divided between the two series. 
Of the six cases considered unsatisfactory, all 
were complicated and five were patients with 
long histories of ulcer which had failed to 
respond to many previous treatments. Both 
patients with marginai ulcer were among these 
five, though one of them reported moderate 
relief from Milpath. The sixth case was a 
patient with bleeding duodenal ulcer who was 
hospitalized and who had little relief of his 
abdominal pain for three weeks. At this time, 
radiologic examination revealed a healed duo- 
denal ulcer and a non-functioning gall bladder. 
Although the ulcer healed satisfactorily on 
therapy, the case is included among the un- 
satisfactory group since the patient was not 
completely recovered. 

The need for hospitalization is hard to 
appraise. Five of the eight patients with 
bleeding ulcer were treated without hospital- 
ization, and four of them had excellent results. 
Of the three patients hospitalized, all recovered; 
however, one was considered to have an un- 
satisfactory result because of complicating gall 
bladder disease, as noted above. The other 
two patients hospitalized—one for gastric re- 
tention and one because acute pancreatitis 
was suspected—both recovered. We believe 
that simple cases of peptic ulcer can be treated 
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without hospitalization, even if there is melena 
present, as long as there is no evidence of 
gross hemorrhage. 

An unexpected difficulty was encountered 
in the follow up; a few patients were so sure 
of their recovery that they refused to have 
follow up x-rays, which they considered 
unnecessary. 

Discussion 

Our original intention had been to demon- 
strate the value of extra time and attention 
given to the patient with peptic ulcer. To our 
surprise, the two major points brought out in 
this study were: first, that the great majority 
of patients with peptic ulcer had an excellent 
therapeutic response when treated with the 
tranquilizer-anticholinergic combination 
whether they were given extra attention or 
not; and second, that the rate of recovery and 
incidence of satisfactory results were as good 
or perhaps better when the patients were given 
regular care than when given extra reassurance 
and attention. 

We believe that the results emphasize the 
emotional aspects of peptic ulcer and point out 
the type of treatment needed. The success of 
the tranquilizer-anticholinergic combinations in 
patients who previously had been treated 
with several recognized ulcer regimes indicates 
the value of rest of the mind. Previous failures 
on barbiturate therapy may have been due to 
inadequate emotional relief from low doses of 
these drugs used to avoid making the patient 
too drowsy. The success of Milpath probably 
lies in its ability to rest both mind and stomach 
simultaneously, without excessive drowsiness. 
It is concluded that the essentials for the treat- 
ment of peptic ulcer—“rest of both mind and 
stomach”—may be obtained with the aid of 
Milpath without bringing up disturbing prob- 
lems. 

It is further suggested from experience gained 
during our study that it may be far better for 
both patient and physician to treat ulcer patients 
with a tranquilizer-anticholinergic combination 
when their ulcer is active than to probe into 
emotional situations before medical relief is 
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obtained. On several occasions we found it 
frustratingly useless for the physician to attempt 
an analysis of a patient’s emotional problem 
when that patient was acutely ill with a peptic 
ulcer. 

After medical cure had been effected, 
we found the same patient was much more 
responsive to inquiry into the various problems 


1. Fifty-nine patients having peptic ulcer, 
seen in the general practice of medicine, were 
studied. The majority of the patients had 
duodenal ulcers but gastric, marginal and Stress 
ulcers were included. Eight patients had gastro- 
intestinal bleeding and five were hospitalized. 
Most had been on previous ulcer therapy with 
unsatisfactory or equivocal results. 

2. All patients were treated with a combina- 
tion of 400 mgms. of meprobamate and 25 
mgms. of tridihexethyl chloride (Milpath®), 
the dose being one tablet with meals and usually 
one or two tablets before retiring. All patients 
were instructed to follow a bland diet and most 
also received antacid therapy. Not all followed 
the bland diet; when symptom free, most ate 
what they wished. 

3. The patients were divided into two com- 
parable groups which were subjected to differ- 
ent physician-patient relationships. The thirty 
patients in Group I were given routine care; 
they were not told that they were receiving a 
new medicine nor were they given extra atten- 
tion directed at their emotional problems. The 
twenty-nine patients in Group Il were given 
extra reassurance and extra attention from the 
psychosomatic viewpoint; they were told they 
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these were brought out after medical cure had 
been attained. 
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The 
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Treatment 
of Gout 
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It is the purpose of this review briefly 
to summarize the roles which dietary and 


medicinal measures have in influencing 
the course of gout. Much information 
concerning the pathogenesis of this dis- 


ease and of the mechanisms of action of 


a rapidly enlarging pharmaceutical arma- 


mentarium has been discovered in recent 


years. This is reviewed with emphasis on 


the practical therapeutic implications of 
the data. 


Medical Service, Veterans Administration 
Hospital, and Department of Medicine, 
University of Pittsburgh, Pittsburgh, Pa. 


te greatest difficulty in arriving 
at a rational treatment of gout lies in the fact 
that we do not know what it is that must be 
coped with. Over the years, since Garrod in 
1848 demonstrated that the serum of gouty 
persons contains an excess of uric acid, atten- 
tion has been focused on this physiologically 
inert substance. No doubt, the deposition of 
urate salts can do a great deal of damage, and 
may even result in fatal renal failure, but this 
probably has nothing to do with the acute 
manifestations of the disease. 

It is convenient to tell our gouty patient 
that his troubles are due to having too much 
uric acid in his circulation; that every so often 
some of this precipitates in some of his joints, 
causing pain; and if he follows our instructions 
he will get rid of this excess, which then cannot 
settle in his joints any longer. It is a convenient 
half-truth and serves a useful purpose, but we 
should not really believe it. It is well established 
that dietary measures which tend to diminish 
the serum urate concentration and the use of 
drugs which increase the excretion of uric 
acid reduce the incidence of attacks of acute 
gout. This, however, does not prove that uric 
acid as such, is the etiologic agent of the acute 
inflammatory process. 


Dietary Factors 


There is no doubt that the composition of 
the diet influences the urinary excretion of 
uric acid. When the protein content of a sixty 
gram protein diet is increased to one hundred 
and ten grams of protein per day by the 
addition of meat, the urate excretion increases 
by about thirty percent. If the kidneys are 
unable to excrete the additional urate load 
the serum urate concentration increases.’ 

Gutman et al.? observed that chronic feeding 
of a sixty gram protein, low fat, low purine 
diet succeeded in reducing the modal serum 
urate concentration among one hundred and 
fourteen gouty subjects by two mgms. per 
100 cc. Combination of this diet with the 
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use of uricosuric drugs brought about a greater 
reduction more rapidly. Since rather effective 
uricosuric agents are now available, and even 
more potent ones are being evaluated, there 
is ever less need to subject patients to some- 
thing as unpalatable as a rigid low purine 
diet. It is true that elimination from the diet 
of sweetbreads, anchovies and a few similarly 
purine rich foods does not entail a radical 
alteration of the eating habits of most patients 
and might be recommended. However, it is 
doubtful whether this has a greater effect on 
gout than the avoidance of pretzels has on 
hypertension. 

Even when only water and one hundred 
grams of glucose per day are consumed, there 
is no reduction of the urinary content of purine 
base compared to that excreted on a normal 
diet. Reduction of the intestinal flora by the 
administration of appropriate antibiotics also 
does not affect the urinary excretion of purines. 
Consumption of a sixty gram protein low 
purine diet results in some reduction in the 
uric acid excretion, as mentioned previously, 
but does not alter the concentration of the 
purine bases. Consumption of beverages which 
contain caffeine or chocolate increases the 
concentration of the methylated xanthines in 
the urine, but has no effect on other substances. 
These compounds, although they are struc- 
turally similar to uric acid, are probably not 
related to its metabolism.® 

The effects on the course of gout of the 
purine content of the diet have been studied 
more thoroughly than the effects of other 
dietary constituents. The scanty data which are 
available concerning the effects of alterations 
in the quantity of other components of the 
diet seem contradictory. A high fat diet may 
precipitate acute attacks in gouty individuals 
and increases the uric acid concentration of the 
blood.* However, starvation with maintenance 
only of hydration also may double the uric 
acid content of the blood in a few days.® 
On the other hand, when a diet which ‘is 
sufficiently inadequate to result in weight loss 
is consumed for several months the plasma uric 
acid content diminishes. Among nine young 
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men who were kept on a fifteen hundred and 
seventy calorie diet for twenty-four weeks, the 
mean plasma uric acid concentration declined 
by sixty-four percent.* The effect of the high 
fat diet cannot be explained in the framework 
of our present knowledge of the metabolic 
pathways which are involved in gout. The 
similar effect of complete starvation might be 
attributed to acceleration of catabolic processes. 
However, this hypothesis seems to be refuted 
by the effec* of incomplete starvation, which 
would be expected to have an effect that is at 
least qualitatively similar rather than opposite 
to that of total starvation. 


Formation of Uric Acid 


The study of gout was revolutionized in 1949 
when the first investigations of uric acid 
metabolism which utilized isotopic tracer tech- 
nics were published. In the next few years 
most, if not all of the steps in the intermediary 
metabolism of uric acid have become known, 
and many inter-relationships of the urate cycle 
with other metabolic cycles as well. For the 
purposes of this presentation two aspects of 
these investigations are most important. 

The first is the discovery that most uric acid 
is synthesized in the body from small frag- 
ments of molecules of essential acids: from 
glycine, glutamine, aspartic acid and formate. 
During a portion of the biosynthesis the pre- 
cursors are attached to a phosphorylated pen- 
tose. Numerous enzymes catalyze the various 
stages of the process.’ The purine bases result 
from the catabolism of nucleic acids. They 
may be further degraded into uric acid, but 
the contribution of this mechanism to uric acid 
formation is small. The discovery that dietary 
purines are directly only a minor source of 
uric acid again raises the question: what is the 
use of restricting purine rich foods from the 
diet when the purines with which we are con- 
cerned are actually synthesized from essential 
amino-acids and other small residues? 

The second discovery which may eventually 
lead to improved therapy and certainly to an 
improved understanding of gout, is that even 
though uric acid constitutes about ninety-five 
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percent of the urinary purines that are normally 
excreted, there are other related substances in 
the urine as well. The concentrations of some 
of these are related to the activity of the gout. 
Workers in Gutman’s laboratory have demon- 
strated that in both primary and secondary 
gout during the acute phases the urinary ex- 
cretion of 8-hydroxy, 7-methyl guanine in- 
creases as much as two-fold.*»* Urinary ex- 
cretion alone does not indicate the rate of 
metabolism; it also has not been determined 
whether this substance might be a metabolite 
of another truly pathogenic substance, if it is 
related to the pathogenesis of the disease at 
all. At any rate, the possibility has arisen that 
the explanation of the inflammatory mechan- 
ism of gout lies in the five percent of urinary 
purines which are not uric acid. 


Acute Gout—Pathogenesis and Treatment 


If the acute attack of gout does not result 
from the precipitation of uric acid, what causes 
the symptoms? The little evidence which is 
available suggests that the pain, edema and 
erythema are due to greatly accelerated blood 
flow. It has been postulated that the unknown 
etiologic agent causes spasm of the precapillary 
arterioles in the affected area, but does not 
affect potentially patent arteriovenous anasto- 
moses which are of larger caliber. Therefore, 
blood is shunted through these vessels of 
lower resistance and causes pain by dilating 
them.® Inflammation and edema result, 
increasing the local metabolic needs and there- 
fore further increasing blood flow. At least as 
far as the foot is concerned, most such arterio- 
venous anastomoses are located about the great 
toe.° One can only speculate whether this 
may be the reason for the predilection of this 
area for attacks of acute gout. During an 
attack of acute gout there is a great increase 
in the strength of the arterial pulsations over 
the affected area, but also some increase in the 
opposite, clinically unaffected limb as well. This 
suggests that the site of the attack may depend 
on the severity of the local vascular abnor- 
mality. Another observation which indirectly 
supports the view that symptoms are caused by 
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excessive local blood flow is that symptoms of 
acute gout do not occur in a limb which has 
an inadequate blood supply." 

Colchicine still is the most widely accepted 
therapeutic agent in gout and is of little, if any, 
benefit in any other disease. It probably was 
used to treat this affliction in Asia Minor in the 
sixth century A.D. It was introduced into 
European medicine in about 1800.'? The first 
American reference work in which colchicine 
was recognized as being effective primarily in 
the treatment of gout was the “Dispensatory of 
the United States of America” of 1836.'* Even 
though the beneficial as well as most of the 
toxic properties of colchicine were recognized 
long ago, we still know little of its mechanism 
of action. 

Evidence is accumulating that colchicine acts 
by blockage of one or more enzymes which 
participate in the synthesis of uric acid. Uric 
acid ribose phosphorylase, which splits the 
riboside from the uric acid precursor, imosinic 
acid, has been isolated from human tissues. In 
vitro, colchicine inhibits the activity of this 
enzyme. Phenylbutazone has a similar though 
somewhat weaker effect, while neither pyrazi- 
namide nor probenecid exerts any blocking 
action.'* This is the first biochemical evidence 
of the mechanism of action of colchicine. 
Whether it blocks other enzymes also and how 
this blockage affects the trace purine substances 
remains to be learned. 

There are no data on the frequency with 
which colchicine is ineffective in acute gout. 
Undoubtedly it does not work satisfactorily in 
an occasional case. However, at least some of 
these failures can be attributed to the patient 
taking an insufficient amount, either because he 
was improperly instructed or because his small 
bowel was so sensitive to the drug as to pre- 
vent an adequate dose from being taken. Most 
persons can tolerate eight doses of 0.6 mgm. at 
hourly intervals and usually another three to 
six doses on the next day. In many this will 
result in great improvement with little if any 
enteritis. Colchicine should then be stopped 
for a day or two whether or not intestinal symp- 
toms have appeared. After such an interval, 
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during which improvement usually continues, 
it may be resumed in three or four doses per 
day. 

The alternatives to using colchicine for an 
acute attack are phenylbutazone or ACTH. 
The former should be given in divided dosage 
totalling 600 to 800 mgms. per day for two 
days and then be tapered off gradually. A 
single injection of 100 units of ACTH gel is 
often effective in interrupting an attack. If 
this is employed it is advisable to follow the 
ACTH with a small dose of colchicine for a 
few days to minimize the likelihood of a re- 
currence. Cortisone and its analogues are much 
less effective than any of the three methods of 
treatment mentioned above. 


Excretion of Uric Acid 


The “miscible pool” of a metabolite is that 
fraction of the substance in the body which is 
immediately available for metabolic processes. 
The content of the pool is capable of mixing 
promptly with more of the substance, whether 
this arises endogenously or is introduced arti- 


ficially. In regard to uric acid, the size of the 
pool is normally about one gram, and about 
three-fourths of a pool is newly produced each 
day. In gouty individuals who have no tophi, 
the pool is at least twice as large as normal, and 
when tophi are present the pool is much larger. 
The surfaces of tophi may be considered a part 
of the miscible pool. However, the inner layers 
of urate are a metabolically inactive reservoir 
which becomes available for exchange only 
when the surface urate enters the plasma more 
rapidly than urate from the plasma is depos- 
ited.'° This happens only when urate is ex- 
creted more rapidly than it is formed, a cir- 
cumstance which is created by the action of 
uricosuric drugs. 

Neither the serum nor the urinary concen- 
tration of uric acid differs significantly during 
an acute attack of gout from that in the asymp- 
tomatic interval. Infusion of uric acid does not 
result in an attack of gout in a normal or in 
a gouty individual. Pyrazinamide, a recently 
introduced anti-tuberculous drug, increases 
the serum uric acid concentration, either by 
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increasing the reabsorption or by decreasing 
the secretion of uric acid by the renal tubules.*® 
Chlorothiazide (Diuril®), one of the newer 
non-mercurial diuretic agents, when given in 
the usual clinical dosage has a_ similar 
effect.'".'* A few attacks of gout have been 
observed during therapy with both of these 
drugs, but so far causal relationships have not 
definitely been established. Currently a drug, 
“EATD,” which increases the serum uric acid 
concentration, not by blocking the excretion of 
uric acid, but by accelerating its synthesis in 
a way which at least resembles the metabolic 
defect in some cases of gout is under investi- 
gation. No attacks of gout have so far been 
reported to have been produced by this drug.*® 
If a drug were found which would make pos- 
sible the experimental production of gout the 
way would be opened to further increases of 
our basic understanding of this disease. 

Plasma urate is virtually wholly filtrable at 
the glomerulus. Therefore, the filtered urate 
load may be taken to be the product of the 
glomerular filtration rate and the plasma urate 
concentration. In normal man about seven 
mgm. of urate are filtered per minute. Urate 
undoubtedly is transported across the renal 
tubular membrane through enzymatic activity. 
It is not known how complex a mechanism this 
is. One possibility is that about ninety percent 
of the filtered urate is reabsorbed and the re- 
mainder is excreted in the urine. The alterna- 
tive is that urate is virtually completely re- 
absorbed by the tubules and that most or all 
of the urate which appears in the urine results 
from secretory activity of the tubules.*°: ** The 
maximum reabsorptive capacity of the tubules 
is about 15 mgms. per minute, more than twice 
the normal load.* This at least supports the 
possibility of complete reabsorption of uric 
acid. The seemingly paradoxical effect which 
certain drugs in different dosages exert on the 
excretion of uric acid is more readily ex- 
plained by the presence of two enzymatic 
mechanisms, one reabsorptive and one secre- 
tory. 

In acute experiments, in which the drugs 
were administered by intravenous infusion, Yu 
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and Gutman”? have shown that small amounts 
of uricosuric agents reduce urate excretion, as 
measured by the urate/inulin clearance ratio, 
while larger doses of the same drugs exert the 
opposite effect. For instance, infusion of 
probenecid at a rate of 0.2 mg. per minute 
reduced the clearance ratio by 27% from the 
control; 0.3 mg. per minute resulted in a fifteen 
percent reduction; 0.4 mg. per minute matched 
the control value and 0.5 mg. per minute or 
more were uricosuric. The same effect was dem- 
onstrated for sodium salicylate, phenylbuta- 
zone and two of its analogues. Recently chlor- 
othiazide was found to demonstrate the same 
phenomenon.”* The paradoxical action of vari- 
ous doses of salicylate has also been demon- 
strated by the oral administration of aspirin. 
Fifteen persons, while taking 5.2 gms. per day 
had a mean increase of their urinary uric acid 
excretion of thirty-seven percent with a con- 
comitant decline of the plasma uric acid con- 
centration of twenty-five percent from the pre- 
treatment levels. When they took only 2.0 
gms. of aspirin per day urinary excretion di- 
minished to 14.4% below the control level 
and the plasma concentration rose by 7.5% .”* 


Uricosuric Drug Therapy 

The most generally used uricosuric agent at 
present is probenecid. One gram per day in- 
creases the urinary excretion of urate by about 
one-third.** Two grams per day is only a little 
more effective. Elevation of the serum con- 
centration of probenecid above 5 mgms. per 
100 cc. results in no additional uricosuric 
efiect.2° At the beginning of probenecid ther- 
apy the urinary urate concentration may more 
than double.”° The mobilization of uric acid 
and related substances occasionally precipi- 
tates an attack of acute gout during the first 
few weeks of treatment. This was reported to 
have occurred in 14% of one large series.” 
However, others have observed this less fre- 
quently. It can be almost entirely avoided by 
giving colchicine during the first weeks of pro- 
benecid therapy. 

Renal colic and nephrolithiasis are common 
complications of gout. Even though these may 
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occur during the early phase of uricosuric drug 
therapy, as might be anticipated from the high 
concentration of uric acid which then is in 
the urine, there is no evidence that the inci- 
dence of these complications is increased by 
such therapy. In one series of three hundred 
and twenty-four patients having gout, few of 
whom had received any probenecid, 13.9% 
had proven calculi and 17.3% had a history 
of renal colic.27 A series of two hundred and 
twenty gouty patients, the majority of whom 
had taken probenecid for at least six months, 
included 10.5% who had passed renal calculi 
prior to or during probenecid therapy.** The 
renal calculi which occur in gouty persons are 
not necessarily composed of urates. However, 
the majority which are composed of urates 
usually remain small and infrequently require 
surgical removal.”* 

Most patients obtain good results from one 
0.5 gm. tablet of probenecid two or three times 
per day. Decline of the frequency of attacks 
of acute gout to one third of the pre-treatment 
incidence has been observed during the first 
year of probenecid therapy. Further diminu- 
tion of attacks may occur as therapy is con- 
tinued.?* Reduction in the size of tophi has 
been reported to occur in from forty to eighty 
percent of patients who take probenecid regu- 
larly for longer than half a year. ** Mild 
azotemia does not contraindicate its use, but it 
usually is less effective in the presence of renal 
failure. It usually is advisable to have patients 
take probenecid as long as tophi are present 
or they have more than two attacks of gout 
per year. It should not be forgotten that 
probenecid has no analgesic value and is of 
no use in the treatment of the acute attack of 
gout. 

Doses of aspirin which are too small to be 
uricosuric cancel the effect of probenecid. In 
some patients 0.6 gm. of aspirin thrice daily, 
when given together with three 0.5 gm. doses 
of probenecid, will result in serum uric acid 
concentrations which are significantly higher 
than the pre-treatment values or values ob- 
tained with small doses of aspirin alone.*® This 
is a disadvantage of using probenecid in pa- 
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tients who experience discomfort for which 
they like to take aspirin. 

When aspirin is taken in doses of five to 
eight grams per day its uricosuric potency 
approximates that of probenecid. Minor toxic 
symptoms are common during the first few 
weeks of the administration of salicylate in 
such dosage, but they usually disappear.*® * 
The simultaneous administration of probenecid 
with large doses of aspirin does not interfere 
with the uricosuric effect of the latter, but of 
course, it then need not be used. 

Urine is supersaturated with uric acid at pH 
6.0 or less. Therefore, it has been advocated 
that in order to prevent the formation of uric 
acid calculi the urine should be alkalinized dur- 
ing treatment with uricosuric drugs. Sodium bi- 
carbonate generally has been used for this pur- 
pose, but usually in inadequate dosage. The 
necessary dosage of alkali can be determined 
only by frequent testing of the pH of the urine. 
In one study 42% of patients who were re- 
ceiving six grams of sodium bicarbonate per 
day continued to have urinary pH below 6.0 
and only nineteen percent had pH of 7.0 or 
higher. When twelve grams per day was given 
the pH of nineteen percent of the specimens 
still remained below 6.0 and fifty-seven per- 
cent were neutral or alkaline.*? The following 
formula has been recommended as an effective 
and more palatable alkalinizing agent than 
large doses of sodium bicarbonate. Thirty cc. 
of the solution contains citric acid 2.0 gms., 
sodium citrate 3.0 gms. and potassium citrate 
3.3 gms. in a syrup vehicle. The dosage is 15 
ce. to 30 cc. four times per day after meals.** 
As when sodium bicarbonate is used, dosage 
must be regulated by testing the pH of the 
urine. 

The number of uricosuric drugs which are 
undergoing evaluation is rapidly increasing. 
Most of them are not related to one another 
structurally, although some pharmacologic 
properties other than depression of urate re- 
absorption appear to be shared. Phenylbuta- 
zone, were it not for the high incidence of side 
effects, would be the most useful drug for the 
treatment of gout now available. It is about as 
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effective as colchicine in the acute attack and 
also has a uricosuric potency somewhat greate1 
than that of probenecid. Modification of the 
butyl side chain of phenylbutazone results in 
loss of the sodium retaining and analgesic prop- 
erties of the drug. Modifications of the mole- 
cule which increase its acidity increase its rate 
of excretion and its uricosuric effect.** Two 
analogues of phenylbutazone have undergone 
extensive clinical trials and one, “G-28315,” 
has recently been made available under the 
name sulfinpyrazone (Anturan®). 

Ogryzlo and Harrison,*° using the criterion 
of maximum serum uric acid diminution during 
therapy, determined the following daily doses 
to exert an approximately equivalent uricosuric 
effect: Aspirin, 6.0 gms., probenecid, 3.0 gms., 
phenylbutazone, 1.0 gm., G-25671, 1.0 gm. 
and G-28315, 0.5 gm. The last two compounds 
are derivatives of phenylbutazone. Studies 
based on the increase of urinary urate excre- 
tion during treatment are in essential agree- 
ment with the foregoing comparison.** By 
weight phenylbutazone and its two derivatives 
are distinctly more effective uricosuric agents 
than probenecid, and G-28315 (sulfinpyra- 
zone) is the most potent. The latter gives a 
satisfactory uricosuria in divided dosage of 0.4 
gm. per day. This is only slightly less effective 
than 0.8 gm. per day. In the dosage used to 
obtain uricosuria sulfinpyrazone has no anal- 
gesic effect***’ The uricosuric action of 
phenylbutazone and its derivatives, like that of 
probenecid, is blocked by aspirin.** Therefore, 
these drugs have the same practical disadvan- 
tage for persons who frequently use aspirin. 

The coumarin anticoagulants bishydroxy- 
coumarin (Dicoumarol®) and ethyl biscouma- 
cetate (Tromexan®) has been shown to have 
a uricosuric effect as great or greater than that 
of probenecid.** °° They are impractical for 
this purpose because of their hematologic 
effect. 

ACTH, cortisone and its analogues are uri- 
cosuric, and in acute gout also are anti-inflam- 
matory’ *° The various well-known side 

effects of these drugs, in view of the avail- 
ability of medications which are safer and 
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probably more effective, rule out their use in 
chronic gout. 

Zoxazolamine (Flexin®), which was intro- 
duced as a muscle relaxant, has been found to 
be acutely uricosuric in smaller dosage than 
any other drug. Whether it will prove effective 
in chronic usage remains to be learned. It 
differs from all other uricosuric drugs in that 
it is a weak base, while the others are acidic.*! 
It has not yet been shown whether a sufficiently 
small dose of zoxazolamine as to exert no 
uricosuric effect causes uric acid retention, as 
has been demonstrated for salicylate, probene- 


Those aspects of the pathogenesis of gout 
and of the pharmacology of pertinent drugs 
which must be taken into consideration in out- 
lining rational treatment have been reviewed. 
The available evidence indicates that dietary 
restrictions exert a slightly favorable influence 
on the course of gout, but that drug therapy 
is more effective. Uricosuric drugs are largely 
safe, more effective and more acceptable to the 
patient than dietary restrictions. The most 
important consideration in the diet in gout, as 
in all arthritic diseases, is the reduction of 
excess weight. The joints, which are, or may 
‘soon become damaged by inflammation, must 
not be subjected to the unnecessary additional 
damage which results from carrying excessive 
weight. If weight reduction is not necessary 
any well-balanced diet is satisfactory. 
Colchicine still is the drug of choice for 
treatment of the acuie attack of gout. Once 
the patient has become able to recognize the 
very first symptoms of an impending attack 
he should be instructed to begin taking four to 
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The O1 


office diagnosis of renal dis- 
ease depends on establishing two sets of facts. 
(1) The type of disease present and (2) the 
functional capacity of the kidney. These may 
be approached relatively easily, inexpensively, 
and with a fair degree of accuracy. 

I. Diagnosis of the Type of Renal Disease. 

Short of histological examination of the kid- 
ney, the type of the renal disease can be best 
determined by careful attention to the patient’s 
history, physical examination and urinalysis. 
Most renal disease have symptoms of a fairly 
non-specific nature. There are, however, sev- 
eral things that may suggest a diagnosis. 

(A) History: A history of having had kid- 
ney disease in the past of an acute type such 
as acute glomerulonephritis or pyelonephritis 
is helpful. A history of “pyelitis” or hyperten- 
sion during pregnancy may be the clue to sub- 
sequent chronic pyelonephritis or malignant 
nephrosclerosis. Preexisting diabetes may sug- 
gest nephrosclerosis, Kimmelstiel-Wilson syn- 
drome, or pyelonephritis. A history of pro- 
static hypertrophy or urethral stricture may 
also be the basis for a diagnosis of pyelone- 
phritis. 

(B) Pain: Lumbar pain is a usual accom- 
paniment of acute renal disease such as acute 
glomerulonephritis, acute pyelonephritis, or 
acute tubular necrosis. This is usually dull and 
aching in character and may radiate into the 
groin. Pain accompanied by lumbar swelling 
suggests a perinephritic infection or abscess. 

Chronic renal disease, especially chronic 
pyelonephritis or cystic disease of the kidney, 


308 


may give rise to a similar type of pain inter- 
mittently over the lumbar area. Cystic disease, 
especially congenital polycystic disease of the 
kidney, may give severe intermittent lumbar 
pain, due to infection or hemorrhage into cysts. 

(C) EDEMA: Edema is the usual accompani- 
ment of acute glomerulonephritis, “nephrotic 
syndrome,” and malignant nephrosclerosis. It 
may also occur when heart failure supervenes 
or where there is vigorous water replacement 
therapy in the presence of oliguria. The edema 
of acute glomerulonephritis is diffuse due to 
increased capillary permeability, and it is 
usually first noticed around the face and eyes. 

Nephrotic edema is usually dependent, often 
massive and may include ascites and pleural 
effusion. It frequently involves the scrotum, 
penis in the male, and breasts in the female. 
The presence of the nephrotic syndrome sug- 
gests the presence of one of fivediseases: chronic 
glomerulonephritis, membranous glomerulone- 
phritis (lipoid nephrosis), amyloidosis, the 
Kimmelstiel-Wilson syndrome, or lupus ery- 
thematous. Other entities may produce a 
nephrotic syndrome but these are less common. 

(D) HYPERTENSION: Hypertension occurs 
in acute glomerulonephritis, acute tubular ne- 
crosis, and chronic renal disease. Except in 
nephrosclerosis or malignant nephrosclerosis it 
is rarely of marked degree. Uremia in the 
presence of a normal or low blood pressure 
suggests chronic pyelonephritis. 


From the Department of Medicine, The George Wash- 
ington University School of Medicine. 
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FIGURE | 


of Renal Disease 


A. Fatty cast in chronic glomerulo- 
nephritis (x 1000). 


(E) Uremia: Uremia is the common symp- 
tom of all renal disease and its presence is of 
very little help. Azotemia of long duration, 
however, suggests polycystic disease. A sudden 
onset of azotemia suggests acute renal disease. 
This is a particularly important sign in elderly 
individuals in whom azotemia may be errone- 
ously associated with chronic renal insuffi- 
ciency. 
Mild azotemia accompanying gastrointes- B. Cellular cast in acute glomerulo- 
tinal hemorrhage is common, but if it is of nephritis (x 100). 
marked degree or if it is prolonged, underlying 
renal disease must be considered. Certainly a 
BUN over 50 mg/100 ml. suggests kidney 
disease. 
(F) RETINAL CHANGE: The only renal 
disease that gives specific retinal changes is 
the Kimmelstiel-Wilson syndrome. Here berry 
aneurysms correlate well with the renal lesion. 
Retinal edema often is associated with acute 4 . 
glomerulonephritis, toxemia of pregnancy, or 
malignant nephrosclerosis. Papilledema with C. Doubly refractile lipid bodies with- 
hemorrhages, exudates, and arterial changes in an epithelial cell in chronic glo- 
merulonephritis (x 1000). 
accompany malignant nephrosclerosis. How- 
ever, most eyeground changes are related more 
to hypertension and are not especially helpful 
in diagnosis of renal disease. 
(G) URINALysIs: Careful examination of 
the urine is the most valuable single observa- 
tion in the diagnosis of renal disease. The 
information to be sought is: 
e The physical characteristics of the urine. 
¢ The presence or absence of protein or D. Red blood cell cast in acute glo- 
sugar. merulonephritis (x 1! 00). 
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TABLE 1 
< 

URINARY FINDINGS © 78 fiw 8. 5 

ACUTE GLOMERULAR DISEASE ” High | >3gm}+ 0+ 0 07+ 0 0 0 0 0 
CuHRonic GLOMERULAR DisEasE™| Low | <Sgmf + 0 + 0 4170 4 4 0 O + 
TUBULAR NECROSIS Low | >3gmf+ 0 4+ 0 0 0+ 0 0+ 0 
BENIGN VASCULAR DISEASE Low >3emf0 0 0 0 0 
MALIGNANT VASCULAR DISEASE Low | 3-Sgmf + ++ + + 0+ + + 
INFECTION, ACUTE CHRONIC >3gemi++++ + 0 + 4 0 
FUNCTIONAL TUBULAR DisEAsE ® | Low 0 a2.) 0 


* Modified from Lippman” ** Grams per 24 hours. 


1. Including acute glomerulonephritis and lupus erythematous. 
2. Including chronic glomerulonephritis, lupus erythematous, amyloidosis, membranous glomerulonephritis, intercapillary 


glomerulosclerosis. 
3. Including Franconi’s Syndromes, hykaliemic kidney. 


e The examination of the urinary sediment 
after centrifugation. 

Gross observation of the freshly passed urine 
specimen may reveal hematuria or mucus. The 
latter certainly suggests lower urinary tract 
disease. 

A low specific gravity may signal chronic 
disease or a high specific gravity may 
indicate that renal function is good or that 
diabetes with glycosuria is present. The pres- 
ence of sugar immediately raises the question 
as to whether diabetic nephropathy exists 
(pyelonephritis, nephrosclerosis, or the Kim- 
melstiel-Wilson syndrome). Nephrosclerosis, 
pyelonephritis, and acute glomerulonephritis, 
usually have a twenty-four hour protein excre- 
tion of less than 1 gram per twenty-four hours 
and rarely over 3 gms. per twenty-four hours. 
Diseases associated with the nephrotic syn- 
drome, (the Kimmelstiel-Wilson syndrome, 
membranous glomerulonephritis, chronic glom- 
erulonephritis, amyloidosis, or lupus erythema- 
tous) produce proteinuria in excess of 5 gms. 
per twenty-four hours. 

Examination of the urinary sediment is the 
most valuable part of the urinalysis. Where 
disease is suspected it is the physician’s obliga- 
tion to do this part of the examination himself 
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rather than delegate it to a technician. The use 
of supravital staining is useful in identifying 
cells and casts. 

It is most important to obtain fresh urine 
for examination. Urine that has stood much 
over thirty minutes is generally worthless. Pref- 
erable the first voided morning specimen is 
best since it often is the most concentrated. 

Our technique for examining the sediment 
is as follows: 

A 15 mi. centrifuge tube is filled with 
urine, centrifuged for five minutes and 
the supernatant urine decanted leaving about 
0.25-0.50 ml. in the tube. The sediment is 
then shaken and three separate drops placed 
on a microscope slide. To one of these drops 
is added a drop of sudan 3,' to another a drop 
of Sternheimer stain,? and the third is left un- 
stained. Cover slips are placed on all three. 
The unstained drop is examined first for casts. 
Then the Sternheimer preparation is examined 
under oil. Finally the sudan 3 stained drop is 
studied. 

The elements one looks for in these prepa- 
rations are: 

Unstained Specimen: 
“Maltese Crosses” (if polarizing filters 
are available) 
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Casts, especially RBC casts, blood 
casts, and hemoglobin casts 
Parasites 


Sternheimer-Maldin: 
Types of casts 
Types of cells 
“Glitter cells” 
Yeast 


Sudan 3 Stain: 
Fat in cells or casts 


The most important elements diagnostically 
are RBC, WBC, glitter cells, fatty casts, and 
“Maltese Crosses” (Figure 1). The clinical 
significance of these findings can be best sum- 
marized in Table 1. 

The functional ability of the kidney can be 
adequately accessed by using some or all of 
the following: 

Blood urea nitrogen 

Urea Clearance (or creatinine clearance) 
Phenosulfonephthalein excretion 
Concentration test 

An elevated blood urea nitrogen obviously 
signifies depressed urea clearance so that re- 
peating the latter is unnecessary. In the pres- 
ence of a normal blood urea nitrogen, how- 
ever, a urea Clearance or creatinine clearance 
may detect renal impairment. It is important 
in obtaining this test that the exact times to 
the minute of urine collection be recorded and 
it is most useful to obtain the patient’s help 
in doing it. Expressed as percent of normal 
clearance anything over eighty percent is prob- 
ably normal. Anything below forty percent 


indicates a definite renal impairment. Actually 
with good urine flows (2 ml. +/minutes) urea 
clearance correlates very well with the renal 
pathology present. 

Phenosulfonephthalein excretion again is a 
very useful test to evaluate tubular function 
and blood flow. One must be careful to inject 
exactly the right amount and to be sure the 
patient can produce specimens at the appro- 
priate times. Since the volume of urine is not 
important one may wait until the patient is 
able to void before giving the dye. Then the 
dye is given intravenously, fifteen minutes 
allowed to pass and the first specimen col- 
lected. This insures obtaining an adequate 
specimen at fifteen minutes. Again an elevated 
blood urea nitrogen probably indicates suffi- 
cient renal functional impairment as to make 
further testing unnecessary. 

The ability to concentrate the urine is also 
a good test of tubular function. A simple way 
to do this is to dehydrate the patient by allow- 
ing no fluids or foods containing large amounts 
of water (such as custards, jello and ice cream) 
beginning with the noon meal on the day be- 
fore the test. The patient’s cooperation is most 
important and one must guard against allowing 
the patient to “load up” on water prior to the 
test. A specific gravity is determined on the 
first voided morning specimen the following 
day. A value of over 1.025 is normal. In the 
presence of an elevated blood urea nitrogen 
this test may make the patient worse by dehy- 
dration. Therefore in such instances it is con- 
traindicated. 


Summary 


It is convenient when examining a patient 
with suspected renal disease to dehydrate the 
patient the preceding day. On arriving in the 
office the next morning the first voided urine 
specimen is obtained. A specific gravity deter- 
mination is obtained from this; the specimen 
centrifuged; and the sediment examined. The 
patient is then given water or coffee and re- 
hydrated. When he again feels the urge to 
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void he is given phenolsulfonephthalein intra- 
venous and a specimen obtained in fifteen min- 
utes. Water is urged by mouth and two, one 
hour urine specimens obtained and a blood 
specimen. On these, urea (or creatinine) deter- 
minations are done. 

With this technique one has a concentration 
test, fifteen minutes PSP excretion, urea clear- 
ance and a good sediment examination. 
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yee acid has been shown 
to be effective in the maintenance of the integ- 
rity of the capillary vascular bed. This effect 
is mediated through the maintenance of effec- 
tive biologic levels of the intercellular matrix 
or ground substance.” A group of flavo- 
noids, which was first discovered by Szent- 
Gyorgyi over twenty years ago, was shown to 
have some effect on reducing capillary perme- 
ability." These bioflavonoids, so named be- 
cause of their biologic activity, which is to 
“thicken” the intercellular cement and increase 
its efficiency as a biological filter’ are 
found abundantly in the peel and pulp of the 
citrus fruits, and have received much attention 
in the medical literature for 1 ir ability to 
reduce purpura.* 

This paper attempts to correlate the effect 
of water soluble citrus bioflavonoids and as- 
corbic acid on acute athletic injuries. 

One factor in evaluating the degree of sever- 
ity and relative healing time of traumatic injury 
is the degree of capillary rupture, evidenced by 
an area of purpura or a hematoma. The author 
felt that if capillary resistance to rupture could 
be increased, there might be corresponding de- 
crease in the incidence of severity and healing 
time of soft tissue injuries caused by forceful 
blows. 


Procedure 


A program was set up to attempt to evaluate 
clinically the effects in participants in contact 
sports of a combination of ascorbic acid and 
water-soluble citrus bioflavonoids. The test 
subjects were given empirically large doses of 
the compound. Each capsule of the test mate- 
rial contained 200 mgms. of ascorbic acid and 
200 mgms. of the soluble citrus bioflavonoids. 
Since precise therapeutic levels of water soluble 
citrus bioflavonoids are not known, an attempt 
was made to give initially an apparent excess 
of the material. The placebos contained lac- 
tose; and both the test material and the place- 
bos were in identically appearing capsules. 
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Prophylaxis of Injuries in Athletes 


Lt. MURRAY J. MILLER, (M.C.) U.S.N.R. 
Springfield, Pennsylvania 


In the preliminary study, thirteen intercol- 
legiate wrestlers were placed on two capsules, 
three times daily for one week, then main- 
tained on one capsule, three times daily there- 
after. 

A control group of fourteen wrestlers 
were placed on placebos with the same dosage 
schedule. Administration of test and placebo 
materials was begun on the first day of prac- 
tice. All subjects were offered identical diets. 
All participants in this study had approxi- 
mately equal periods of contact in practice but 
not in the intercollegiate wrestling meets. All 
the injuries reported occurred during the prac- 
tice periods. 


Dr. Miller was Assistant Chief of Medicine, United 
States Naval Hospital, Annapolis, Maryland. 
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No. of No. of 
Subjects Injuries 


Test Subjects 13 7 
Control Subjects 14 14 


Control Subjects 
Excluding Primary 
Hematoma Formation 14 


No. of Injured From Control in 


Mean Time Lost 
Hematoma Formation 
Subjects Days Primary Secondary 


5 4 
10 9 


Results 

In the control group of fourteen there was a 
total of fourteen injuries, five were large facial 
or orbital hematomas. The remaining nine were 
evenly divided among pulled muscles, sprains, 
bruises and contusions. On a scale of four, with 
one being minimal, two being mild, three being 
moderate, and four being severe, the range of 
injuries was from two to four with a median of 
three. The mean healing time was nine days. 

In the test group of thirteen athletes there 
were a total of nine injuries, one pulled muscle, 
four strains and four sprains of the ankles. 
They ranged from one to three in severity with 
the mean duration of injury being four days. 
Seventy-one percent of the control group sus- 
tained injuries; thirty-eight percent of the test 
group sustained injuries. With the mean loss 
of time from active participation in wrestling 
in the control group being taken as one hun- 
dred percent, the percentage loss of time from 
wrestling in the test group was forty-four per- 
cent. 


Table 1 


In the preliminary test, three impressions 
were received. One: Muscular injuries result- 
ing in the tear of muscle tissue appeared to 
have the similar degrees of severity and re- 
quired the comparable amounts of time for 
healing in both the test and control group. 
Two: The control group on placebos had a 
high percentage of facial and soft tissue hema- 
tomas, which were conspicuously absent in the 
test group. Three: The vast majority of injur- 
ies which did occur in the test group were of 
the strain and sprain variety and these patients 
who initially appeared to have sustained mod- 
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erately severe injuries were able to return to 
contact activity more rapidly. 

The results achieved in this preliminary study 
appeared encouraging enough to warrant a 
more complete study, in minimizing and reduc- 
ing the number of injuries sustained through 
contact sports. 

The group selected for the test study was 
an intercollegiate one hundred and fifty pound 
football team. This group was selected because 
it was composed of a widely representative 
group of athletes. The players must, at the 
time of the game, weigh one hundred and fifty- 
four pounds or less. This sport attracts ath- 
letes from the minimum weight requirements 
of the institution up to and including athletes 
who weigh in excess of one hundred and fifty- 
four pounds and who diet strenuously to re- 
duce their weight to the required levels during 
the football season. 

A double-blind study was employed using 
forty juniors and seniors on the team, being 
selected alternately for compounds labeled A 
and B. There was no attempt to arrange equal 
distribution of the test and control groups with 
regard to weights, positions on the team, or 
total time in contact periods. During practice 
periods, which composed eighty percent of the 
available contact time, all subjects had equal 
contact exposure. The dosage scheduled was 
three capsules three times daily for one week, 
followed by one capsule three times daily. The 
program was started ten days prior to the 


This study was performed at the U. S. Naval Academy. 


The opinions contained in this article are those of the 
author and do not reflect any ideas or opinions of the 
Navy Department. 
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No. of 
Subjects 


Test Subjects 20 9 
Control Subjects 20 13 


Control Subjects 
Excluding Primary 
Hematoma Formation 20 


No. of 


Injuries 


No. of Injured From Control in 


Mean Time Lost 

Hematoma Formation 
Subjects Days Primary Secondary 
6 0.67 


9 2.2 


1.7 


initial practice of this team. At the onset of 
this study a daily examination was planned to 
note and evaluate relatively asymptomatic in- 
juries which the player might not bring to the 
attention of the physician; however, the time 
schedule of the athletes precluded this. Thus, 
the only injuries evaluated were those which 
were severe enough to warrant medical con- 
sultation. 


Results 


In the test group, there were nine injuries to 
six players. The incidence of injury was 0.30, 
with the mean loss of time from contact being 
0.67 days. 

In the placebo group there was a total of 
thirteen injuries to nine players. The incidence 
of injury was 0.45 with the mean loss of time 
from contact being 2.2 days. 


Table 2 


The test group had injuries ranging from one 
to three in severity and were evenly divided 
between contusions, sprains and pulled muscles. 
The control group on placebos were also in 


the range of one to three in severity and were 
evenly divided between contusions, sprains and 
pulled muscles. In the treated group only 
two hematomas developed associated with 
sprains and muscle injuries. There were no 
soft tissue hematomas. By contrast, in the con- 
trol group, there were two soft tissue hema- 
tomas and four hematomas associated with 
sprains and muscle injuries. With the mean 
loss of time in contact activity in the control 
group being taken as one hundred percent, the 
percentage in the test group was thirty percent. 
In addition to the facts presented herein, one 
additional point of information was brought to 
the attention of the physician by the players 
themselves. 

Several players on the active medication who 
had slight bruises too mild to seek medical 
attention, stated that they did not develop the 
typical purpuric black and blue mark, which 
had previously been common, but rather de- 
veloped reddened areas which cleared rapidly. 


The test material described herein is available as 
duo-C.V.P.® from U.S. Vitamin and Pharmaceutical Cor- 
poration, New York, N. Y. 


Conclusions 


Although it is extremely difficult to grade 
the severity of injuries sustained in contact 
sports and to calculate the relationship of 
actual healing time to anticipated healing time, 
the following impressions were obtained: 

1. The incidence of strains, sprains, pulled 
muscles and ligaments did not appear to be 
influenced by the test material. 

2. The secondary reaction to these injuries, 
such as swelling, tenderness, hematoma forma- 
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tion, which is due to disruption of the capillary 
vascular bed, and the reaction to injury medi- 
ated through the capillary vascular bed ap- 
peared to be decreased. 

3. Relative healing time of soft tissue injur- 
ies appeared decreased in the group on the 
test medication. 


4. No side effects of the drug were observed 
in the dosage used. 
These results suggest that the combination of 
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TABLE 2 
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water soluble bioflavonoids with ascorbic acid 
may be used as a prophylactic measure to de- 
crease the severity and healing time of soft 


It is of interest to note, that in a study of 
the influence of the water-soluble bioflavonoids 
upon experimental inflammation, by Valy 
Menkin (American Journal of Physiology, in 
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A NEW APPROACH 


IN THE 


HOSPITAL 


MANAGEMENT OF 


“O 
nce a paranoid always a 


paranoid” has seemed to hold good in nine 
hundred and ninety-nine instances out of a 
thousand and if one got well it was presumed 
that the original diagnosis was incorrect. 

Evaluating psychiatric treatment from strait 
jackets and padded cells for unmanageables, 
to chemical restraint with paraldehydes, seda- 
tives and narcotics; from Metrazol® to insulin- 
shock and electroshock therapy; and from 
thence through the varieties of tranquilizing 
agents, it has been sad but true that a paranoid 
patient responded to none of these, but re- 
mained paranoid. 

In order to combat seclusiveness and the 
tendency to fantasy and unsociability, the 
problem has been approached on a common 
sense basis by East Louisiana State Hospital. 
Selected patients having schizophernia of para- 
noid nature were transferred to one location or 
ward with no respect being paid to time spent 
in the hospital, but regard being paid to age; 
none being transferred who were over forty- 
five years of age. 

The appearance of the ward was appraised 
and a new coat of paint was applied to the old, 
faded plaster walls. Kitchen and dining areas 
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Paranoid 


Schizophrenics 


MARIE KERSHAW FRAIN, B.S., M.D. 
Jackson, Louisiana 


were brightened by the culinary department 
supplying pale green plastic dishes on new, 
long, plastic-top tables. Bright, contrasting, 
half-curtains began waving at the windows, par- 
tially hiding the bars. Beds were repainted and 
a sitting room and porch were made available 
as game and occupational therapy areas. Spe- 
cial unbreakable mirrors were tacked on the 
walls. Floors were scrubbed until they shone. 
During clean-up period each early morning, 
every girl was assigned a small task so that she 
might feel that she was a part of the overall 
work program of the ward and was helping the 
whole organization run smoothly. 

Taking as a goal the socialization of the indi- 
vidual and the ideal of improving a patient’s 
inter-personal relationships, the old-fashioned 
ground-parole system was modified and made 
over into company-ground-parole. This pre- 
cluded the possibility of a girl wandering off 
alone to dwell on her troubles and become more 
introvertive than she already was. Then, too, 
when walking about on the grounds, if in pairs, 
one patient would act as a brake on the other, 
and each was taught to feel a sense of responsi- 


From the East Louisiana State Hospital, Jackson, La. 
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TUES. 


5:00 A.M. 
6:30 A.M. 
7:30 A.M. 
8:30-10:00 a.m. 


10:00-11:00 a.m. BINGO MUSIC 
11:00—-NOON 
12:00-12:50 P.M. 
1:00— 2:00 P.M. 
2:00— 4:00 P.M. 
4:00— 5:00 P.M. 
5:00— 6:00 P.M. 
6:00— 7:00 P.M. 
7:00— 9:00 P.M. MOVIES TV 
9:30 P.M. 


WED. 


MUSIC EVENTS 
@ DINNER HOUR 
@ REST PERIOD > 
@ RECREATIONAL HALL ACTIVITIES 
@ OCCUPATIONAL THERAPY CLASSES § 
@ FREE TIME > 


THURS. FRI. SAT. 


@ RISE AND SHINE... CLEANUP 
@ BREAKFAST 
4 10 PATIENTS TO BEAUTY PARLOR DAILY § 
OUTDOOR EXERCISE ...DAILY WALKS 


CURRENT 


CALISTHENICS CHURCH 


SUPPER 


@ CLEAN-UP PERIOD > 


TV TV DANCE TV 


@ LIGHTS OUT > 


bility for the safe-keeping of the other. Now, 
the ward doors are unlocked from early morn- 
ing until dark, and girls are seen going to and 
from classes, recreation hall, beauty parlor, and 
walks, during the hours having no scheduled 
activity. A tentative schedule as shown above 
has been arrived at. 

This particular ward has been adopted by a 
church group as sponsor and ladies come and 
give the patients a party on the second Thurs- 
day of each month. The girls look forward to 
outside contacts, enjoy the interest displayed in 
them, and look forward to the party-fare as a 
change from hospital diet. 

Routine rounds are made daily and indi- 
vidual questions and problems are heard and 
aired. Requests are listened to and a feeling of 
fellowship is established between patient and 
physician. Over a period of months mental 
quirks are quite well known and efforts are 
made to vary the program, change the scene, 
revitalize the patient with a new idea or con- 
cept. Along this line the hospital news-organ, 
the “Chit Chat,” is of value. Patients’ mental 
horizons are shifted from themselves and their 
ward to other patients and other wards, and 
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finally include what goes on in the entire five 
thousand bed hospital. 

Visits from relatives are encouraged and 
passes for the day or weekend are given in 
order to keep the patient from becoming insti- 
tutionalized and fixed in her desire to remain 
a permanent resident. Families are considered 
as anchors and every effort is made to give the 
patient a chance to again adjust at home. Fre- 
quently, relatives provide the most marvelous 
psychotherapy one could ask for, as desires and 
interests are again inculcated in patients. 

In the State Hospital one can quiet a patient 
by means of one of the new medical agents 
such as Sparine,® Equanil,® Prozine,® Mel- 
laril,® Thorazine® or Pacatal,® the anxieties 
and fears of a patient are allayed, and she is 
taught to live with her psychosis. Even if her 
ideation is fixed and her delusions are firmly 
rooted and stationary, she can be taught to 
live with them and not allow them to com- 
pletely take over her consciousness. Some re- 
markable readjustments have been seen to take 
place with the use of the above named drugs 
together with astutely applied psychotherapy, 
even if absolutely no insight has been attained. 
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It might be well here to evaluate and point 
out which drug is the drug of choice for specific 
cases. In older women of paranoid trend who 
are entering the involutional period or who are 
well into the senile group, Sparine works well 
as an ataractic and at the same time drops a 
blood pressure five to ten points, keeping it 
within the upper border of normal. 

Equanil, 200 mg., or Pacatal, 50 mg., 
are mild and found to work well in doses 
t.i.d. with an extra dose prescribed at bedtime, 
PRN. Wards have been quietened consider- 
ably by these drugs, and restlessness con- 
trolled. 

Prozine or 


meprobamate 


200 mg. + 


Sparine 25 mg., appears to be a slightly 
stronger medication and was selected for use in 
one hundred and five overactive and overtalka- 
tive individuals. Eighty-six people, or eighty- 
one percent of the group were improved, and 
of this number, five left the hospital on fur- 


lough. It was encouraging that only two cases 
developed dermatitis as a side effect. 

Thorazine is suitable for the acutely dis- 
turbed paranoid and may be given in relatively 
large doses. As high as a 400 mg., dose 
b.i.d. has been prescribed daily for a few days 
until the symptoms have subsided and then 
100 to 150 mg., ordered to or three times 
a day, as indicated. 


Conclusion 


It is felt that if a patient must be hospitalized 
for a paranoid condition, it ought not be con- 
cluded that he or she may not, at a later date, 
be returned to the care of the private physician, 
with the dosage of a tranquilizing drug fairly 
well regulated for that particular individual. In 
all probability, various drugs have been uti- 


lized at different times and the drug of choice 
carefully established. 

It would seem then, that the role of the pri- 
vate physician would be to care for the physical 
well-being of the case and watch carefully the 
dosage of the tranquilizer prescribed in order 
to continue its use adequately. 


East Louisiana State Hospital 
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CHRONIC DIARRHEA 


The medical management of chronic diarrheal states, often 


poses a difficult problem because of the multiplicity 
of factors that may be implicated as primary or contrib- 
uting causes. Although the majority of cases eventually 
prove to be functional in nature, a diagnostic survey 


O,.. of the more important 
aspects of medical management in patients with 
chronic diarrhea is the need to provide safe 
and effective symptomatic control, since there 
is nothing more disruptive of normal social and 
occupational activities than the frequent re- 
current threat of an urgent bowel movement. 
Unfortunately, however, attempts by the physi- 
cian to provide symptomatic relief all too often 
result only in failure. Indeed, the variety and 
the complexity of available anti-diarrheal medi- 
cations serve to point up the fact than an ideal 
agent for nonspecific treatment of chronic 
diarrhea remains to be found. 

Since chronic diarrhea is a dynamic process 
often activated by diverse stimuli it is doubtful 
that any nonspecific drug or mixture will prove 
to be universally effective. Nevertheless, a non- 
specific method of treatment that effects both 
a reduction of stool fluidity and an inhibition 
of bowel hypermotility is a logical approach to 
the problem of symptomatic management. 
Polycarbophil, a new synthetic macromolecule 
possessing a remarkable water-binding ca- 
pacity has been reported to be clinically useful 
in treating diarrhea as well as constipation.’ 
Its value as an anti-diarrheal agent stems from 
its capacity to absorb free fecal water and 
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is essential in each instance to rule out organic disease. 


promote a normal fecal consistency. Simi- 
larly, thihexinol methylbromide, a new para- 
sympatholytic drug that apparently acts almost 
exclusively to inhibit gastrointestinal motor 
function,’ has also been observed to be symp- 
tomatically effective and generally well toler- 
ated in patients with chronic diarrhea.** 

Used together, these two agents would be 
expected to act by different but complemental 
mechanisms to decrease the excessive fluidity 
of stools and the intestinal hypermotility char- 
acterizing diarrheal states. Thus, a combina- 
tion of the drugs, prepared in a tablet dosage 
form, (Sorboquel) was supplied by the manu- 
facturer* for clinical evaluation in cases of 
chronic diarrhea due to functional or organic 
bowel disease. 


Clinical Study 


Evaluation of the combination of polycarbo- 
phil and thihexinol methylbromide was limited 
to twenty-five private patients with relatively 
severe chronic diarrhea whose medical histories 


* White Laboratories, Inc., Kenilworth, New Jersey. The 
Sorboquel tablets supplied for this investigation con- 
tained 0.5 Gm. polycarbophil and 12.5 mg. thihexinol 
methyl bromide. 
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and responsiveness to previous therapy were 
well known. The classification of cases as seen 
in Table 1 is of interest in at least two respects. 
It illustrates once again the well known fact 
that one-half to two-thirds of patients treated 
by the gastroenterologist for intestinal disorders 
suffer from functional bowel distress of one 
type or another. Numerous descriptive clinical 
terms have been applied to this disorder, based 
primarily on major symptoms, but these merely 
confuse rather than clarify the situation. These 
unfortunate patients share one thing in common 
despite a diagnostic label of “irritable bowel 
syndrome,” “spastic gut,” “colonic neurosis,” 
“spastic constipation,” “emotional diarrhea,” 
“mucous colitis,” etc., is the failure to demon- 
strate an organic cause for these symptoms 
even on one or more complete medical work- 
ups. To add to their woes many such patients 
are also notoriously refractory to therapy and 
require psychiatric aid as well. 

The functional nature of this disorder raises 
the interesting question of what is the best 
method for evaluating a new drug in this or 
other groups. There is no doubt that the 
double-blind method is a valuable research tool 
when properly used but it does have limitations 
and on occasion has given the wrong answer.° 
It is my contention that no method is superior 
to careful observation particularly when dealing 
with private patients who have been followed 
for long periods of time. Under these condi- 
tions the physician has a clear picture of the 
course of the patient’s disease, the response to 
previous drug therapy, and, most importantly, 
sufficient time and patient interest to really 
assess the value of a new drug. 

Diarrhea in all but one of these twenty-five 
patients had been intermittent or continual for 


«6 


TABLE | 


DIAGNOSIS 

Functional bowel distress 
Nonspecific ulcerative colitis 
Postradiation proctitis 
Tabes dorsalis 

Viral enteritis 
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months to years. Their daily stools varied in 
number from one to thirty and were usually 
unformed or liquid. The average frequency of 
bowel evacuation, for the group as a whole, 
was estimated to approximate six stools a day. 

Treatment with the combination of polycar- 
bophil and thihexinol methylbromide covered 
spans of one to five months in all but a few of 
the patients. The medication was administered 
generally four times a day in single doses which 
varied, in an effort to define a dose-effect rela- 
tionship, from one to four tablets. In the ma- 
jority of patients, previously prescribed adju- 
vant measures of therapy (such as low-residue 
diets, vitamin supplements, sedatives and, 
when indicated, sulfonamides) were continued 
during the period of treatment with the com- 
bination of polycarbophil and thihexinol meth- 
ylbromide. 


Results 


The criterion of anti-diarrheal response was 
reduction in the number of daily bowel move- 
ments to one or two formed stools of normal 
or soft consistency. On the basis of this cri- 
terion, the response to the combination of 
polycarbophil and thihexinol methylbromide 
was favorable in nineteen (seventy-six percent) 
of the group of patients studied. Four of the six 
instances in which an anti-diarrheal effect was 
not obtained were among the cases of function- 
al bowel disease, and the remaining two were 
the cases of tabes dorsalis and enteritis. There 
was considerable psychic involvement in five of 
the nonresponsive cases and the patients were 
the type that usually proves to be refractory to 
any drug therapy. 

Thus, a favorable response to the medica- 
tion was noted in the majority of the total 


DURATION OF DIARRHEA 
2 months to 12 years 
4 to 11 years 

5 months 

10 years 

3 weeks 


j 
| 
~ 
NUMBER 
OF CASES 
18 
4 
1 
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group, including fourteen of the eighteen cases 
of functional bowel disease, the four cases of 
ulcerative colitis and the one case of postradi- 
ation proctitis. In the latter case, the combi- 
nation of polycarbophil and thihexinol methyl- 
bromide reduced the frequency of bowel evacu- 
ation from about fifteen watery stools a day to 
one formed stool every one to three days. After 
approximately six weeks, the patient voluntar- 
ily stopped taking the medication because he 
felt he was constipated. When his profuse 
diarrhea recurred and treatment with the mix- 
ture of polycarbophil and thihexinoi was 
resumed, he again responded to the drug but 
less satisfactorily than at first. 

An average dosage of one tablet of this com- 
bination of polycarbophil and thihexinol meth- 
ylbromide four times daily enabled the usual 
patient to have one soft formed stool a day. 
However, since chronic diarrheal disorders 
rarely follow a constant clinical course, some 
variation of the dosage of the mixture of poly- 
carbophil and thihexinol methylbromide was 
required in individual patients. Anti-diarrheal 
response to the medication was observed gen- 
erally on about the third day after treatment 
had been started. 

When dosages were increased from four to 
eight or more tablets a day and administration 
of the drug at these higher levels was continued 
over a period of time, there was usually a re- 
sumption of frequent bowel movements. The 
stools then tended to be formed rather than 
liquid but the increased frequency of bowel 
evacuation was construed by several patients 
as a recurrence of their diarrhea. Actually, the 
more frequent but firmer stools were more 
probably due to excessive intake of the hydro- 
philic component of the combination, when 
eight or more tablets a day were administered. 
With too high dosage, the beneficial binding of 
free fecal water, resulting in improved stool 
consistency, apparently is exaggerated with a 
consequent excess gel formation and an in- 
crease of fecal bulk. This would account also 
for complaints of abdominal bloating or fullness 
which were made by three patients. 


Comment 

Since the management of chronic diarrheal 
states calls for long-term therapy, it is essen- 
tial that evaluation of new drugs, intended for 
the nonspecific treatment of these disorders, be 
carried out long enough to assure safety under 
ordinary conditions of clinical usage. The two 
drugs combined in Sorboquel have been studied 
individually by clinical investigators over long 
periods. Grossman and co-workers' observed 
no evidence of gastrointestinal irritation or sys- 
temic toxicity in patients who received daily 
oral doses of polycarbophil (the hydrophilic 
component) for as long as two years. Simi- 
larly, no laboratory or clinical evidence of 
toxicity was noted with prolonged oral use 
of thihexinol methylbromide (the antiperistal- 
tic component) which has been administered 
in some cases almost continuously for three 
years.® 

Although the present investigation was lim- 
ited to a relatively small series of cases, the 
patients were carefully and adequately studied 
prior to as well as during the course of treat- 
ment with this combination of drugs. Apart 
from three complaints of abdominal bloating 
or fullness, there were no untoward effects 
which could be attributed to the test medica- 
tion. 

Further, it is not surprising that four of 
the six nonresponsive cases were among those 
with functional bowel disease since, as Rush 
has emphasized, “in the purely functional dis- 
orders no regimen can be expected to be com- 
pletely effective under all circumstances.” 

As noted above, the adjuvant use of other 
oral medications was continued in most pa- 
tients during the administration of the mixture 
of polycarbophil and thihexinol methylbro- 
mide. To the extent that this could be deter- 
mined clinically, this combination of polycar- 
bophil and thihexinol methylbrom:de did not 
interfere with the absorption or the action of 
the adjuvant agents. This is a point of prac- 
tical importance, since the treatment of chronic 
diarrheal disorders almost always involves the 
use of multiple drugs. 
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Summary 


i. Sorboquel, a combination of two new 
drugs, an unusually potent hydrophilic and an 
effective antiperistaltic, was evaluated in the 
nonspecific treatment of _ relatively 
chronic diarrhea. 

2. The duration of treatment in all but a few 
cases varied from one to five months. The 
criterion of anti-diarrheal response was a re- 
duction in the number of daily bowel move- 
ments to one or two formed stools of normal 
or soft consistency. On the basis of this cri- 
terion, a favorable response was observed in 
the majority of cases. 

3. The average effective dosage was one 
tablet of this mixture four times a day. When 
daily dosages were increased to 8 or more 


Severe 


tablets, there was usually a resumption of fre- 
quent but more formed stools, indicative of 
excess gel formation and increased fecal bulk 
from too high dosage. The latter apparently 
also accounted for complaints of abdominal 
bloating or fullness, noted in three cases. 

4. This combination of polycarbophil and 
thihexinol methylbromide is a safe and effective 
preparation for treatment of diarrhea. Its non- 
specific antidiarrheal effect should not be con- 
sidered a substitute for diagnosis, and its use 
in chronic diarrheal states should be accom- 
panied by full recognition of the comprehen- 
sive therapeutic requirements and the variable 
clinical course which characterize these chronic 
disorders. 
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ae administration of anti- 
coagulant therapy to ambulatory patients is a 
controversial method of treatment. Those 
authorities favoring it base their opinion on 
the following facts: (1) Anticoagulant drugs 
are known to delay or prevent coagulation in 
vitro and in vivo. (2) These substances are 
apparently used with success by many physi- 
cians in acute thromboembolic episodes. (3) 
They are much more effective in preventing 
than in dissolving blood clots. (4) Chronic 
progressive, recurrent or complicated throm- 
botic disorders are serious diseases with high 
morbidity and mortality. (5) These ailments 
are of great significance because they effect a 
large percentage of the population of our coun- 
try particularly those in the prime of life. (6) 
There is hardly any other form of therapy avail- 
able at this time. (7) Anticoagulant treatment 
is still in its early stage of development. The 
existing difficulties of administration of the 
drugs, the undesirable side-effects, and the 
therapeutic failures will be more and more 
eliminated as new and better substances be- 
come available. This progress can already be 
noticed by comparison of the first anticoagu- 
lant dicoumarol with the latest warfarin. (8) 
Our laboratory methods are still crude. Their 
refinement may make it possible in the future 
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to distinguish between various clotting abnor- 
malities and to treat them more efficiently. 
In the meantime one has to be satisfied with 
the available procedures.*® 

On the other hand the antagonists of long- 
term anticoagulant treatment bring forth the 
following arguments. (1) Statistics indicating 
favorable response to the drugs are difficult to 
interpret and may be very misleading.’ (2) 
There are “good risk”® cases that get well 
without any therapy. (3) Silent coronary 
attacks or “little strokes” may occur repeatedly 
over a period of years without any obvious 
symptomatology. (4) Patients may overcome 
one or several occlusive attacks and then re- 
main well for a long time without any form of 
therapy. (5) Anticoagulant drugs are unable 
to prevent thromboembolism in all cases where 
they are used. (6) The close contact between 
patient and physician required by this form of 
therapy may alone be responsible for a better 
prognosis. 

Considering the pros and cons of long-term 
anticoagulant drugs, a physician should not use 
them haphazardly but apply them only in care- 
fully selected patients if he decides to use them 
at all. He should ask the question whether he 
himself would like to receive these drugs under 
the conditions presented by his patient. He 
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should not only be influenced in his decisions 
by the controversy of the experts about the 
value of this method, but also by his own abil- 
ity to use the drugs adequately and to handle 
laboratory and patient supervision properly. 
Without any doubt his responsibility will be 
much greater in ambulatory than in hospital 
cases which are constantly watched by nurses 
and technical personnel. In addition he must 
be prepared to assist his patient for an indefi- 
nite period of time—perhaps for the patient’s 
lifetime. When the physician goes out of town 
he has to have a qualified substitute. When 
the patient travels he must arrange for proper 
supervision elsewhere. 

In spite of these obstacles, practitioners out- 
side of large medical centers can now, after 
about thirteen years of accumulated experience, 
assume the responsibility for this form of 
therapy.’® Particularly the generalist seems to 
be suited for the supervision of this mode of 
treatment because he has the closest contact 
with patients, their attendants and their family 
members. He does not need any special skill, 
just meticulous care and practical experience 
to conduct this work properly. He must, how- 
ever, depend on a patient who is capable in 
following instructions carefully and recognizing 
symptoms of toxicity readily. Mentally or phy- 
sically feeble persons cannot be placed on long 
term treatment unless they have well-informed 
and reliable attendants. 

No anticoagulant therapy can be undertaken 
without proper laboratory facilities. If a first 
class commercial laboratory is not available 
in the neighborhood, the physician has to ac- 
quire the services of a well trained medical 
technologist. It is impossible to mail blood 
specimens to a distant place because they have 
to be processed immediately. Various tests are 
available to measure separately each known 
blood substance influenced by the oral anti- 
coagulants, the “prothrombin,” the “stable 
factor,” the “Stuart Prower factor,” the X fac- 
tor,’® etc. However, these are too complicated 
for a small laboratory. For practical purposes 
the so-called “Quick Prothrombin time” is by 
far the most often used laboratory test. This 
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FOOT MOUNTED STOP WATCH 


method is technically simple, quite inexpensive, 
and is a good indicator of the efficiency of the 
drugs on the clotting mechanism, because it 
measures their overall effect. Further simplifi- 
cation is obtained by the use of Simplastin®, a 
commercially available stable calcium thrombo- 
plastin mixture. The Quick test consists of 
mixing the patient’s plasma with a Simplastin 
solution at body temperature and timing the 
formation of the fibrin clot. If a physician de- 
sires to set this test up in his own office, he 
should not shy away from the expense of a 
foot-mounted stopwatch and a direct-vision 
water bath which increase the accuracy of its 
performance.’ There are two methods of re- 
cording the results of the Quick prothrombin 
time. The first simply gives the number of 
seconds from the moment of the mixture of 
fluids to the appearance of the fibrin thread. 
This value varies normally from twelve to fif- 
teen seconds. It should be prolonged to not less 
than twenty and not more than thirty-five sec- 
onds during long-term therapy. The other 


325 


) F 
4 
: 
~ 


method relates the prothrombin contents of 
the patient’s plasma to that of serial dilutions 
of mixed normal plasma obtained from several 
healthy donors. The latter can be prepared in 
the laboratory or may be purchased commer- 
cially. This calculation requires the prepara- 
tion of a dilution curve obtained by plotting 
the coagulation effect of Simplastin solution on 
various dilutions of normal plasma. The labor- 
atory technicians can prepare such charts them- 
selves; however, they may also be obtained 
from the manufacturer (Warner-Chilcott). If, 
for instance, the patient’s prothrombin time 
amounts to thirty seconds and this equals the 
effect of five times diluted normal plasma his 
“prothrombin content” is said to be “twenty 
percent.” One should realize that the proth- 
rombin concentration of plasma does not de- 
crease in direct proportion to its dilution. 
Otherwise, one would obtain a straight line 
and not a curve. This explains the fact that 
doubling of the prothrombin time does not indi- 
cate a reduction of the prothrombin activity to 
half, but perhaps only to twenty percent of 
normal. The effective therapeutic level of 
prothrombin activity during prolonged anti- 
coagulant use may fluctuate between twenty 
and forty percent. 

At the initiation of treatment the Quick test 
must be performed frequently, at least two to 
three times a week, unless the patient’s dosage 
is already known from a preceding period of 
hospitalization. Soon, however, the patient’s 
weekly requirement becomes more or less stab- 
ilized and the period between laboratory ex- 
aminations may be extended to two, three or 
even four weeks. For most cases two and three 
week intervals are the safest. However, at any 
time additional tests must be performed when- 
ever either bleeding or clotting is suspected 
clinically. After each determination of the 
prothrombin time the total dosage is calculated 
for the next period from that of the previous 
identical interval and from the change of the 
prothrombin activity. This amount is distrib- 
uted in single daily doses taken at the same 
time of the day in order to minimize confusion. 
Usually, not more than two tablets have to be 
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taken per day. However, if daily administra- 
tion is not feasable warfarin or dipaxin can be 
given in correspondingly larger quantities twice 
a week because of their prolonged action.‘ In 
the individual patient the number of tablets per 
week does not vary much even in the presence 
of fever, menstruation, alcohol intake, or the 
administration of steroids, antibiotics, digi- 
talis and other substances that have some influ- 
ence on the clotting mechanism. Apparently 
the ambulatory patient is more easily stabilized 
than the hospital case with acute thrombo- 
embolism. 

A great number of anticoagulants are avail- 
able. Heparin is not suitable for prolonged 
therapy because it is very expensive and must 
be given parenterally to be effective. The oral 
substances used at this time are derivatives of 
two entirely different compounds, the “couma- 
dins” and the “indandiones.”” Members of the 
first group are Dicoumarol, Tromexan® 
(Geigy), Sintrom® (Geigy), Marcumar® 
(Roche), Liquamar® (Organon), and War- 
farin sold as Coumadin® (Endo) and Warcou- 
min® (Harvey). The second group consists of 
phenylindandione, Danilone® (Schieffelin) 
and Hedulin® (Walker), Dipaxin® (Upjohn) 
and Miradon® (Schering). Tromexan and 
phenylindandione are too short in action to be 
suitable for long-term therapy. All other sub- 
stances however may be employed for this 
purpose. Dicoumarol is still a good drug and 
widely used because it is much cheaper than 
the others. However, some of the newer deriv- 
atives are preferred as they have a more pro- 
longed action and will depress the prothrombin 
level more evenly. The conscientious physician 
who wants to use anticoagulants should ac- 
quaint himself well with two or three of these 
drugs and should not change indiscriminately 
from one to the other. They differ only in 
speed of absorption and excretion, but show 
no difference of physiologic, pharmacologic and 
toxic effects. It would be advantageous to use 
only one anticoagulant exclusively. Unfor- 
tunately, this is not feasable because of drug 
resistance in some cases. The cause of this 
phenomenon is unknown. Some patients are 
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completely unresponsive to one or the other 
substance initially, others develop such peculiar 
resistance after months and years of treatment. 
However, the latter will always respond to one 
of the remaining anticoagulants even a chem- 
ically closely related compound. Occasionally, 
the opposite phenomenon is observed consist- 
ing of a sudden increase of sensitivity to a 
drug. This happens more often in acute than 
in chronic cases and could be attributed to a 
sudden disappearance of a coagulation favor- 
ing factor. Many persons with drug resistance 
will still respond to unusually large doses of the 
same compound. However, it seems illogical 
to take the risk of overdosage under these con- 
ditions when small quantities of another drug 
can achieve the same results. All in all a 
change of drug is not often needed. Over a 
period of 11 years we have had occasion to 
use only Dicumarol, Dipaxin and Warfarin 
(disregarding Coumopyran,® an anticoagulant 
quite popular several years ago but now with- 
drawn from the market). 

In order to simplify the supervision of the 
patients, it is advisable to use one size tablets, 
preferably 50 mgms. tablets of Dicumarol, 5 
mgms. tablets of Dipaxin, 10 mgms. tablets of 
Coumadin. These doses are more or less 
equivalent in spite of variations of the indi- 
vidual responsiveness. In the majority of cases 
the daily amount fluctuates from 0 to 22 tab- 
lets, the weekly dosage from six to sixteen 
tablets. It is of utmost importance that the 
patient or his attendant keeps a careful record 
about all medications taken. After each proth- 
rombin test the daily dosage has to be pre- 
scribed by phone as well as by postcard. Some 
patients keep an elaborate notebook, others 
write the daily amount on a special calendar 
and remove its pages after the tablets are taken. 
Particular care, as previously mentioned, is 
needed in persons with poor memory and de- 
creased mental capacity often found in the old 
age group. All patients should carry identifi- 
cation cards. When traveling they should have 
a sufficient supply of their drug on hand as 
well as some tablets and ampules of vitamin 
K 1, the anticoagulant antagonist. 
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With all these precautions side-effects are 
reduced to a minimum. Occasionally patients 
complain about nausea, anorexia, vomiting, 
malaise and dizziness. This may require a 
change of drug. A serious anaphylactic re- 
action with fever, sore throat, blood dyscrasias 
and hepatic necrosis has been observed with 
no other drug but phenylindandione, a com- 
pound not recommended for long-term treat- 
ment. The absence of liver damage has been 
particularly remarkable because the anticoagu- 
lant drugs are stored in the liver where they 
can be detected after radiocarbon labeling. 
They apparently suppress the formation of co- 
agulation factors selectively, but do not pro- 
duce any structural changes or any abnormal 
function detectable with routine laboratory 
tests. However, anticoagulant drugs are able 
to produce liver damage in animals and occa- 
sionally, as in the case of phenylindandione, a 
new drug may come on the market that has 
hepatotoxic properties. It is conceivable that 
the available compounds will produce severe 
bleeding before any detectable liver damage is 
encountered. We have performed liver func- 
tion tests on a group of thirty-five patients 
treated with Dicumarol and Coumopyran for 
periods of six to sixty months without noticing 
any severe liver abnormality.° Mild changes 
present in a few cases could be attributed to 
coincidental liver diseases. We have conducted 
similar investigations after ten years of pro- 
longed therapy on a group of fifty persons’ 
treated with Dicumarol, Dipaxin and Warfarin 
and have found even less hepatic dysfunction 
than during our first survey. Actually, several 
patients included in both series have shown an 
improvement of the liver function while on 
continuous anticoagulant therapy. 

The most alarming side-effect of anticoagu- 
lant therapy consists of external and internal 
bleeding. This, however, can hardly be labeled 
“drug toxicity” since any interference with the 
production of clotting factors involves the risk 
of pathological hemorrhage. Generally spoken, 
bleeding is the opposite of clotting and the 
same substances are involved in both proc- 
esses. However, their interaction is compli- 
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cated and largely unexplored. For example, 
various conditions with thrombocythemia or 
thrombocytopenia, with polycythemia or ane- 
mia have an increased tendency to clotting as 
well as to bleeding. Other systemic diseases 
such as severe infections, blood dyscrasias, col- 
lagen diseases, reticuloses and widespread ma- 
lignancies may reveal abnormal bleeding and 
clotting side by side, the so-called “thrombo- 
hemorrhagic diathesis.”* Such observations 
make us wonder if the available anticoagulants 
are actually beneficial under all conditions 
where they are used. For instance it is well 
known that in some persons the margin be- 
tween “effective” and “toxic” prothrombin 
levels is very wide, in others very narrow. A 
few patients seem to start bleeding before an 
effective depression of coagulation factors is 
obtained. Here other remedies may be needed. 
The complicated interaction of coagulation 
factors makes the development of a simple test 
indicative of increased tendency to thrombo- 
embolism impossible. The latter is urgently 
required for the logical use of preventive drug 
administration. Another facet of the unknown 
connections between coagulation factors and 
blood vessel function is the experience that off 
teleangectases may form during excessive anti- 
coagulant intake. These dilated blood vessels 
can usually be observed in the face and will 
disappear with vitamin K 1 administration. A 
related phenomenon must be the specific bleed- 
ing pattern that is observed clinically in hypo- 
prothrombinemias which differs from that of 
thrombocytopenias and hemophilic states. An 
excess of oral anticoagulants produces initially 
fine petechiae of the skin and red cells in the 
urinary sediment. Later, large ecchymoses, 
bleeding of gums and macroscopic hematuria 
will appear. Bleeding from other places will 
rarely be observed unless the case is greatly 
neglected, mismanaged or a coincidental local 
pathology is present. For instance, nose bleed- 
ing is usually seen in connection with rhinitis, 
hemoptysis with bronchiectasis and tumors of 
the lung, gastrointestinal bleeding with benign 
and malignant ulcerations, bleeding into the 
brain substance and into the heart muscle in 
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connection with encephalomalacia and myo- 
malacia respectively.® If initial bleeding occurs 
from any unusual location one should imme- 
diately investigate for coincidental pathology. 
We have detected one cancer of the lung and 
two malignancies of the endometrium unde- 
these circumstances. 

The hemorrhagic diathesis produced by any 
known oral anticoagulant drug can be halted 
with vitamin K 1 (Mephyton,® Merck). This 
is usually administered intravenously in 25 to 
50 mgms. doses. Other vitamin K preparations 
have only a very limited effect. Blood trans- 
fusions will also counteract the bleeding but 
have been rarely used since Mephyton has be- 
come available. Oral tablets of vitamin K 1 
(S mgms.) have a slower action than intra- 
venous injections, but are helpful in mild cases, 
in asymptomatic patients with greatly prolonged 
prothrombin time and in patients on long-term 
anticoagulants who have to be prepared for 
surgical procedures. The latter can usually be 
operated if their prothrombin activity has been 
changed from the therapeutic level of twenty 
to forty percent to a value of sixty to seventy 
percent. However, each surgical case requires 
individual management. For instance, surgery 
of the eyes, the brain and the spinal cord, re- 
moval of large tumor masses and very vascular 
structures is best performed with the proth- 
rombin contents back to normal. As soon as 
the danger of post-operative bleeding has 
passed, the prothrombin level may be safely 
depressed again to the effective therapeutic 
value. 

Of course, whenever anticoagulant treat- 
ment is interrupted there may be a period of 
increased coagulability, the so-called rebound 
phenomenon.*® 

Furthermore, the administration of vitamin 
K 1 not only neutralizes the anticoagulant but 
also promotes thrombus formation. In addition 
this substance will create a temporary state of 
resistance to all anticoagulants except heparin. 

If one considers carefully all the difficulties 
of anticoagulant therapy, its dangers, its ex- 
penses, its limitations, its long duration, its 
constant need for blood examinations and 
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oftice visits one realizes the seriousness of the 
undertaking. Therefore, the general practitioner 
—even if he is perfectly capable of conducting 
the treatment—may have to consult specialists 
before its inauguration. For instance in cere- 
brovascular insufficiency, angiography and 
ventriculography may have to exclude brain 
tumors and obstruction of carotid and vertebral 
vessels amenable to surgery; in mitral stenosis 
with systemic embolism, cardiac catheteriza- 
tion may have to assess the feasibility of com- 
missurotomy, etc. 

Once the exact diagnosis has been estab- 
lished the following disorders will be found to 
present the principal indications for long-term 
anticoagulant drugs: (1) complicated or re- 
current coronary thrombosis, (2) intractable 
angina pectoris, angina of recumbency, marked 
coronary insufficiency and impending coronary 
thrombosis, (3) mitral stenosis with auricular 
fibrillation and systemic embolization, (4) con- 
gestive heart failure with peripheral or intra- 
cardiac thrombosis, with pulmonary or systemic 
embolism, (5) chronic progressive or recurrent 


cerebrovascular thrombosis or insufficiency, 
insufficiency or thrombosis of the carotid and 
vertebral arteries not amenable to surgery, (6) 
prolonged, recurrent or migrating thrombophle- 
bitis with or without pulmonary embolism, per- 
sistent postphlebitic sequelae, (7) miscellane- 
ous disorders. 


@ Acute coronary occlusion is treated now- 
adays with anticoagulants by the majority of 
physicians having access to proper laboratory 
facilities. The question how long such treat- 
ment should be administered is a moot one; 
particularly since the deletion of drugs is fol- 
lowed by increased clotting tendency. In addi- 
tion, the circumstances leading to coronary 
occlusion such as arteriosclerotic narrowing 
and ulceration of the vessels, cardiomuscular 
weakness and hypercoagulability of the blood 
often persist. These factors alone should justify 
long-term use of the drugs. However, this 
method becomes more urgent if complications 
exist such as arrhythmias, conduction defects, 
pulmonary or systemic embolism, or if a car- 
diac aneurysm develops. Furthermore serious 
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coincidental diseases make indefinite treatment 
advisable, for instance diabetes, gout, general 
arteriosclerosis, marked obesity or undernutri- 
tion, hypercalcemic and hyperlipemic states, 
skeletomuscular and nervous diseases inter- 
fering with ambulation, etc. 

@ Intractable angina may be relieved by the 
anticoagulant drugs. This phenomenon has 
been attributed to a vasodilating'* action which, 
however, lacks scientific confirmation. Never- 
theless, in impending coronary occlusion ex- 
emplified by angina of rest and recumbency 
the uninterrupted use of the drugs is rational. 
Many of such cases have actually had a coron- 
ary infarction in the past that has never re- 
ceived treatment because it was either silent or 
not recognized. 

@ Mitral stenosis with auricular fibrillation 
and systemic, especially cerebrovascular em- 
bolization is not uncommon. Whenever sur- 
gical correction of the valvular disease is not 
indicated even small doses of Dicumarol and 
similar oral compounds will have a preventive 
effect. 

@ The treatment of congestive heart failure 
does not usually require anticoagulant drugs; 
however, they must be prescribed if intracar- 
diac or peripheral thromboses, pulmonary or 
systemic embolizations occur. Also serious co- 
incidental diseases immobilizing the patient or 
promoting the tendency to clotting otherwise 
require the use of the drugs. 

@ Chronic progressive or recurrent cere- 
brovascular thrombosis or insufficiency, the 
little strokes of Alvarez, diseases of the carotid 
and vertebral vessels may respond well to long- 
term use of anticoagulants. Recurrent strokes 
may be eliminated, intellectual functions im- 
proved, a defective speech may be restored to 
normal, etc. Unfortunately, the individual 
response to the drugs in these conditions varies 
greatly and cannot be predicted with any diag- 
nostic method available at this time.*? 

@ Prolonged, recurrent and migrating phle- 
bitis usually benefits considerably from Dicu- 
marol drugs provided that cancers, blood dys- 
crasias, collagenoses, hyperergic and Buerger’s 
angiitis are not the underlying pathology. The 
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latter diseases seem to be refractory to the 
drugs unless their specific cause can be de- 
tected and eliminated. Long-term anticoagu- 
lants may have a salutary effect on the local 
postphlebitic state improving leg cramps, swell- 
ing of leg, ulcerations and other skin changes. 
They also will arrest recurrent small pulmonary 
emboli that may lead to pulmonary hyperten- 
sion and right heart failure. 

@ Miscellaneous diseases: Finally, antico- 
agulant substances have been recommended for 
a great variety of additional disturbances where 
their effect remains to be evaluated, for in- 
stance, essential thrombophilia, Leriche’s syn- 
drome, primary pulmonary hypertension, paro- 
xysmal nocturnal hemoglobinuria, superior and 
inferior vena cava obstruction, peripheral ob- 
literating vascular disease, arteriosclerotic ob- 
struction of larger vessels not suited for cor- 
rective surgery. Many of these conditions are 
uncommon and therefore of no great practical 
significance. Nevertheless, there remains a 
large number of disorders where the presence 
or the threat of thromboembolism could justify 
long-term anticoagulation measures. On the 
other hand, such procedures should not be 
used indiscriminately in conditions where the 
effect of the drugs is not clearly established. 
There are various contraindications to the 
method. Most of these are only relative. One 
should assume a priori that all disorders with 
abnormal prolongation of the prothrombin time 
exclude the use of anticoagulant drugs by 
mouth. Curiously, even here they have been 
used occasionally as for example in the Budd- 
Chiari syndrome,’* a liver disorder following 
the obstruction of the hepatic veins. Generally, 
however, anticoagulant drugs are not given 
during hepatic or renal insufficiency, in throm- 
bohemorrhagic diathesis, in the presence of 
severe hypertension unless the blood pressure 
has been first reduced to a value below 200 
systolic and 100 diastolic. Furthermore, great 
precautions have to be taken in persons with 
gastrointestinal, pulmonary, genitourinary and 
other diseases that may have an increased ten- 
dency to bleed, particularly if such a compli- 
cation has occurred in the past without anti- 
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coagulant drugs. Here the threat of serious 
bleeding will have to be weighed against the 
dangers of thromboembolism in each case. All 
in all, only rarely can the drugs not be used 
whenever they are urgently needed. 

After concluding the description of our 
methods of handling long-term anticoagulant 
drugs which seem to be the simplest, most 
effective and safest for the general practitioner 
it may be appropriate to give a resume of our 
own results. These are the combined experi- 
ences of two internists aided by two registered 
medical technicians. We have treated one hun- 
dred and forty-eight persons over periods from 
six months to ten and a half years. These have 
been selected because of progressive, recurrent 
or complicated cardiovascular thromboembo- 
lism. The majority has been chosen from a 
group of over fifteen hundred acutely ill 
patients seen during the same period of time. 
Others however have been started during la- 
tency. To the best of our knowledge we have 
not lost a single patient from anticoagulant 
toxicity. A few serious hemorrhages were en- 
countered mostly from coincidental ulcerative 
diseases. Mild bleeding episodes have been 
frequently observed, but have been immediate- 
ly corrected with the prompt use of all meas- 
ures available. The majority of our patients 
has been getting along well. It is impossible 
to state how many would have been equally 
well without anticoagulants and how many 
would have benefited from our close supervi- 
sion alone. The treatment has been terminated 
in thirty-eight of this group either by the phy- 
sician or by the patient for various reasons, 
(peripheral venous thrombosis for instance 
does not require indefinite therapy). Thirty 
patients of this group have died, half of them 
due to coincidental diseases, the others due 
to recurrent thromboembolism. The latter 
must be considered failures because their death 
occurred in spite of “effective” prothrombin 
depression. We have not helped patients with 
retinal thrombosis, with Buerger’s disease, with 
peripheral obliterating arteriosclerosis and vas- 
culitis. We have not prevented coronary death 
in familial hyperlipemia and hypercholestero- 
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lemia. On the other hand we have a number 
of persons with three and more spells of throm- 
boembolism who have not had any further 
trouble since treatment was started eight to ten 
and a half years ago. We have encountered a 
few attacks of thrombosis or embolism among 
the treated group. Most of these spells have 
been mild and have responded immediately to 


Long-term anticoagulant therapy seems to 
be of considerable benefit in a selected number 
of prolonged, recurrent or complicated throm- 
boembolic diseases. This treatment can be 
safely conducted by the general practitioner not 
associated with large medical centers. Only 
very modest laboratory facilities are needed to 
control the effect of the drugs properly. Large 
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;e past ten years have wit- 
nessed striking changes in ideas concerning 
peripheral arterial diseases. Unfortunately many 
of these concepts have not yet replaced the 
previous ingrained teachings of many physi- 
cians with disastrous results to the patient in 
some instances. For this reason it seems im- 
portant to reemphasize some of the changes in 
methods and ideas accumulated during my 
intensive study and experience of over three 
decades. 

While formerly peripheral arterial disease 
was concerned mainly with thromboangiitis 
obliterans, or Buerger’s Disease and presumably 
Raynaud’s Disease, it is now conceded that 
arteriosclerosis is the main factor in the vast 
majority of cases of peripheral arterial dis- 
orders. Furthermore, it is also realized that 
arteriosclerosis is not necessarily a disease of 
the aged but may also be involved in the dis- 
orders of early middle age. 

Early diagnosis of peripheral arterial dis- 
ease is comparatively simple and no longer 
need depend upon the haphazard and unreliable 
practice of palpation of the dorsalis pedis 
pulses. Grave errors in diagnosis have been 
committed because of reliance upon this un- 
reliable test. Palpation of other major 
arteries of the extremities may be equally 
misleading. A simple and trustworthy meth- 
od of examining the peripheral circulation is a 
test described by me over twenty years ago 
and still widely acknowledged as extremely 
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valuable. In checking the lower extremities the 
patient lies on his back and the legs are 
elevated to an angle of about forty-five degrees 
with some support if necessary. Both feet are 
rapidly flexed and extended at the ankle joint 
and during this maneuver the physician ex- 
amines the plantar surfaces of both feet. In 
the presence of any organic arterial obstruction, 
even in the earliest stages, the affected foot 
will almost immediately become paler in direct 
proportion to the intensity of the arterial 
obstruction. At the same time careful palpation 
will reveal that the paler plantar surface is 
usually cooler. These two clinical findings may 
then be reinforced by oscillometric and skin 
temperature readings. An electronic oscillo- 
meter is superior to any mechanical oscillo- 
meter available. Electronic skin thermometers 
are also available. The level of arterial ob- 
struction can be determined by taking succes- 
sive oscillometric readings from below up- 
ward. 

Arteriography has limited use and should 
not be considered a necessary part of every 
examination of the peripheral arteries. The 
dangers attached to it and the limited highly 
specialized information it gives restricts its use 
to the exceptional patient only, especially since 
so much information is obtainable from simple 
and safer procedures. Ordinary x-ray of the 
legs may reveal calcification of the arteries, 
which is merely a confirmatory sign of existing 
pathology. 
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Ideas concerning the treatment of peripheral 
arterial diseases have undergone considerable 
modification in the past fifteen years. Unfor- 
tunately the feeling held by many physicians 
has not changed and these individuals still 
adhere to the old teaching that amputation of 
a limb is the only solution of the problem. 
For this reason many patients with this dis- 
ease are being subjected to unnecessary mutila- 
tions because of ignorance of recent develop- 
ments in therapy. 

The first and most important consideration 
of treatment is firm insistence that the patient 
stop smoking immediately and permanently. 
The reason for this is the powerful vascon- 
stricting action of smoking which is responsible 
for diminishing the peripheral circulation to 
a great degree. It is amazing how many patients 
are allowed to smoke who are subjected to 
so-called vasodilating procedures such as 
sympathectomy and intra-arterial injections of 
vasodilating drugs. 

There are two stages of peripheral arterial 
disease each of which will be discussed separ- 
ately. In the first group there are those without 
gangrene or ulceration, whose chief complaint 
is difficulty in walking. These are called cases 
with intermittent claudication or more cor- 
rectly angina cruris. A certain percentage also 
have symptoms of angina pectoris. Modern 
therapy of these cases includes not only the 
factor of releasing vasospasm as a means of 
increasing the peripheral circulation but also 
takes into account relief of the painful symp- 
toms which are usually accompanied by spasm 
of the skeletal muscles of the legs. To accom- 
plish these ends there are available today com- 
binations of vasodilating drugs and tran- 
quillizers which offer more to the patient than 
was possible five or ten years ago. Among 
the most effective vasodilating agents is whiskey, 
which is usually prescribed with discretion, 
derivatives of the nitrates, and modifications 
of adrenalin compounds. Among the first 
group the most effective and perhaps the 
safest because of its simultaneous action on 
the coronaries is pentaerythritol tetranitrate 
(Peritrate®). Among the second group may 
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be mentioned Nylidrin HCL (Arlidin®). This 
apparently has a direct effect on the circula- 
tion of the muscles of the calf of the leg rather 
than the skin. It must be used with great care 
in older people because of the stimulating 
adrenalin-like action on the heart muscle. 
There are other effective vasodilating drugs 
which while effective as a vasodilator also have 
a powerful hypotensive action which requires 
careful evaluation in the older patient because 
of the possible thrombosing effect of this 
action. 

The addition of tranquillizer and skeletal 
muscle relaxing drugs to the vasodilating agent 
is a more recent innovation and usually has 
a beneficial effect on the symptoms with no 
annoying side effects. Clinical trials have 
demonstrated the efficacy of phenaglycodol 
and Atarax.® These may be prescribed in the 
usual dosage along with any of the vasodila- 
tors. 

A more recent vasodilating drug isoxsuprine 
(Vasodilan®), which in addition to being 
clinically effective has the additional element 
of safety, acts primarily on the smooth muscle 
of the arterioles and to a certain extent on 
the smooth muscle of the visceral organs. It 
may be given orally in doses of 10 mgms. to 
30 mgms. three times a day depending upon 
the patient’s tolerance and by hypodermic in- 
jection of 10 mgms. daily. Another form of 
this drug (Arlidin) apparently is effective in 
stimulating the flow of blood in the deep 
muscles of the legs rather than on the super- 
ficial arterioles. Arlidin was administered to 
a series of patients having arteriosclerosis ob- 
literans in doses of 6 to 12 mgms. orally, 
three times a day supplemented by hypodermic 
injections of 5 mgms. three times a week. 
Satisfactory results were obtained in all patients 
with the exception of one who had diabetic 
gangrene which failed to respond to any form 
of conservative treatment and in which amputa- 
tion of the leg became necessary. Of eighteen 
plethysmographic determinations on the digits 
before and after treatment with Arlidin on a 
series of patients with arteriosclerosis obli- 
terans in various stages, eight showed a definite 
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increase in blood flow while the remaining 
ten showed no change. Since digital plethys- 
mography measures mostly skin flow, it is not 
surprising that these results correspond to the 
findings of others who feel that the effect of 
this drug is primarily on deep muscle flow. 
Recently the vasodilating action of pentaery- 
thritol tetranitrate has been combined in one 
tablet with a skeletal muscle relaxing product 
of Atarax in a preparation known as Cartrax.® 
A trial of this combination in our clinic has 
demonstrated a significant beneficial effect both 
clinically and plethysmographically. In the 
early day of drug therapy for peripheral arterial 
disease the use of pancreatic extract by hypo- 
dermic injection was found to be effective in 
the relief of intermittent claudication. The main 
drawback of this preparation was the pain upon 
intramuscular injection. To overcome this dis- 
comfort and: to possibly increase its beneficial 
effect, an oral preparation of this material is 
available and has been tried upon twenty- 
eight patients having arteriosclerosis obliterans 
ranging from fifty-five to ninety-three years. 
Walking distance was observed to be improved 
in six of these patients with a dosage of one to 
three tablets daily. Since the effect of the intra- 
muscular preparation was apparently due to 
skeletal muscle relaxation, plethysmographic 
studies were made of these patients and in- 
creased digital blood flow was observed in nine. 
This is probably explainable on the basis of 
dilatation of the larger arterioles consequent to 
release of pressure by the skeletal muscles in 
the calf. 

The vasodilating action of nicotinic acid 
(niacin) is well known. Various combinations 
with other vitamins have been proposed, par- 
ticularly with vitamin A and riboflavin. This 
combination was made available in tablet form 
and was administered to sixteen patients with 
arteriosclerosis obliterans in periods ranging 
from two to six months. Particularly encour- 
aging results was obtained in two cases of 
Raynaud’s Disease while clinical improvement 
was noted in only six cases of arteriosclerosis 
obliterans. Fifteen plethysmographic determi- 
nations were made on these patients and in- 
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creased digital blood flow was observed in 
seven. The most active ingredient producing 
the increased flow was undoubtedly niacin. 

The conclusion to be drawn from the experi- 
mental use of this series of vasodilating and 
muscle relaxant agents is that there is no spe- 
cific drug yet available upon which absolute 
reliance can be placed in the treatment of peri- 
pheral arterial disease despite enthusiastic re- 
ports from a single clinic. The physician treat- 
ing a case of this kind must be made to realize 
that because of this fact each patient must be 
subjected to an adequate trial of any or all of 
the available drugs if a successful outcome is 
to be obtained. Furthermore, sufficient time 
must be allotted to each preparation to hon- 
estly evaluate its effectiveness in the individual 
case. 

It is obvious that a fair decision can be 
rendered only if the powerful constricting 
action of smoking is removed completely. In- 
crease in skin temperature of the extremities 
following trial of these drugs does not neces- 
sarily coincide with improvement in symptoms 
although increased oscillometric readings are 
more reliable in this respect. The healing of 
gangrene and ulcers is not always a reliable 
indication of the effectiveness of vasodilation 
alone since there are so many other factors 
involved, particularly local infection. 

Of recent years numerous operations have 
been tried in the treatment of these cases. 
Sympathectomy was advocated with great en- 
thusiasm but increasing experience has dem- 
onstrated that it has no effect on intermittent 
claudication because the operation increases 
skin circulation only. More recently various 
operative approaches to the larger blood ves- 
sels of the extremities in the form of shunts 
and grafts have been advocated but these oper- 
ations have been well evaluated by Martorell 
who states in a recent editorial “it is evident 
that in arteriosclerosis obliterans when the graft 
succeeds, it is not necessary and when it is 
necessary it does not succeed.” 

There is an old belief among most physi- 
cians that every instance of peripheral arterial 
disease eventually leads to gangrene and ampu- 
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tation. Extensive experience has demonstrated 
that this idea is a complete fallacy. In study- 
ing the case histories of gangrene one soon 
comes to the conclusion that most instances 
of gangrene are preventable. With the judi- 
cious use of modern vasodilating drugs, skele- 


tal muscle relaxants and monamine oxidase. 


inhibitors, considerable success can be achieved 
in stimulating and improving the collateral 
circulation with sufficient power to influence 
the formation of a line of demarcation and to 
enhance the healing of residual granulating 
ulcers. Since most instances of diabetic gan- 
grene originate in areas of mycotic infection, 
modern methods of treating these mycoses 
should be employed in every case of peripheral 
arterial disease. Since diabetic gangrene usually 
starts with local infection which may terminate 
in abscess formation, adequate incision and 


Recent experimental and clinical investiga- 
tions have amply demonstrated that conserva- 
tive treatment of peripheral arterial disease is 
an accepted and proven form of therapy which 
will soon completely eradicate the old concept 
of peripheral arterial disease as a hopeless, 
progressively deteriorating condition usually 
terminating in mutilating amputations. A more 
optimistic attitude is justified based on modern 


Summary 


drainage is necessary in addition to the admin- 
istration of proper antibiotics. Control of the 
local infection also prevents the spread of this 
type of gangrene. Debridement of demarcated 
gangrenous tissue is usually successful and heal- 
ing .of the residual granulating areas can be 
succéssfully accomplished in ‘a’ majority of 
cases especially with the aid of the newer avail- 


' able vasodilating drugs. In the infrequent case 


where the collateral circulation is so deficient 
as to be absolutely incapable of assuring suc- 
cessful conservative treatment, a major ampu- 
tation must be considered. Attempts in recent 
years to resort to transmetarsal and below the 
knee amputations have been unsuccessful. Ex- 
perience over the years has shown that the 
supracondylar thigh amputation is the simplest, 
safest major amputation in this type of case, 
with the lowest mortality rate. 


methods of treatment, particularly in the field 
of drug therapy. In the words of a famous 
vascular surgeon the question of artery grafting 
can be summarized in the following statement, 
“It is evident that in arteriosclerosis obliterans 
when the graft succeeds, the operation was not 
necessary and when it is necessary, the opera- 
tion does not succeed.” 
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Bruxism as a Cause 
of Headaches 


aden mouth habits such as 
grinding and clenching the teeth stimulate the 
masticatory muscles beyond their physiologic 
function. These contractions are more forceful 
and prolonged than is normal for ordinary 
chewing. And in the overstimulated mastica- 


tory muscles partial tetanies may occur. The 
pain that usually follows partial tetany may 
be referred to various regions of the head. IIl- 
fitting dentures, “high” fillings or bridges, 
missing posterior teeth and malocclusion may 
cause abnormal grinding habits. Thus, some 
organically healthy patients (with any of these 
dental defects) may suffer from headaches or 
head pains. The following case reports illus- 
trate headaches caused by dental defects. 

CasE ONE: A 46-year-old housewife com- 
plained of repeated headaches in the right occi- 
pital region and pain over the right temporo- 
mandibular joint. The headaches had started 
five months previously shortly after the inser- 
tion of an upper partial denture. Since the 
insertion, she clenched and gritted her teeth 
constantly. An experienced physician and a 
neurologist examined her and found no or- 
ganic disease. 

Her denture was ill-fitting. When she closed 
her mouth, the lower left teeth made contact 
with the denture before the lower right teeth. 
The denture was adjusted to the correct occlu- 
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sion and shortly thereafter she stopped grind- 
ing her teeth. The headaches and head pains 
ceased. She was examined every six months 
for two years and was perfectly well. 

CasE Two: A 51-year-old housewife com- 
plained of recurrent headaches in the left fron- 
tal and temporal regions for about two years. 
Several physicians examined her and found her 
healthy; temporarily she was benefited. 

A dentist had constructed a large gold bridge 
for the lower left jaw about two years ago. 
Since that time, she clenched and gritted her 
teeth repeatedly. The bridge was too “high” 
(i.e.: the biting surface had an excessive 
amount of gold). The bridge was adjusted to 
the proper occlusion and immediately the 
patient stopped grinding her teeth. The head- 
aches ceased. Six months later, she was still 
symptomless. 

Case THREE: A 30-year-old patrolman had 
suffered from recurrent headaches in the right 
frontal and temporal regions for about ten 
years. Several physicians examined him and 
provided only temporary relief. 

The patient wore an upper partial denture 
and he had no lower molar teeth. He ground 
his teeth incessantly during sleep and gritted 
the anterior teeth during the day. His lower 
missing molars were replaced with a partial 
denture. One week after the insertion of the 
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lower denture, he stopped grinding and grit- 
ting his teeth and his headaches ceased. He 
was examined at regular intervals for three 
years and was symptomless. 

Cas—E Four: A 30-year-old married sten- 
ographer suffered from frontal headaches every 
morning. The headaches started three years 
ago after the insertion of two large gold bridges 
in the lower jaw. Since that time she ground 
her teeth at night and clenched them during 
the day. She said that she awoke with “tired 
jaws.” She had seen two physicians and had 


Teeth do not always make contact in chew- 
ing because the bolus of food lodges between 
them.? They do come together in the later 
stages of swallowing when the mandible is 
momentarily braced against the maxilla for the 
powerful distal thrust of the tongue. But in a 
patient who has abnormal grinding and clench- 
ing habits, the teeth make contact with a 
greater force than is possible when there is 
soft or medium textured food between them. 
These excessive contractions exceed the phys- 
iologic function of the masticatory muscles and 
when this activity persists, partial tetany may 
result. 

Masticatory muscles are potentially capable 
of a far greater work load than is usual with 
modern diets. Man is not chewing the coarse 
foods nature had intended; nonetheless, the 
muscles have not retrogressed and their orig- 
inal potential has remained unchanged. If the 
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had only temporary relief. An acrylic splint 
was constructed' (similar to a boxer’s mouth- 
piece) which she wore nightly. She stopped 
grinding and clenching her teeth and awoke 
with relaxed jaws. Her headaches ceased. She 
has been examined periodically for two years 
and has been asymptomatic. 


1. Monica, W. S.: Headaches Caused by Bruxism, Ann. 
Otol. Rhin. and Laryng. 68:1159 (Dec.) 1959. 

2. Jankelson, B.: The Physiology of the Stomatognathic 
System, J.A.D.A. 4:375-386 (April) 1953. 


muscles are occasionally exerted beyond the 
ordinary chewing habit (e.g.: chewing hard 
tack) a partial tetany may result and head pain 
may follow; however, this temporary condition 
will resolve itself with little discomfort to the 
patient. But prolonged abnormal contractions, 
which occur with gritting and clenching may 
cause recurrent headaches which persist until 
the occlusion is adjusted. All patients who 
grind their teeth do not necessarily suffer from 
headaches and all patients with malocclusion 
do not always grind their teeth. 

An acrylic splint is smooth and offers no 
resistance to the free movement of the lower 
jaw. It eliminates the occlusal interferences 
which seem to stimulate the subconscious minds 
of some patients to grit, gnash, and clench 
their teeth. 
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eczema has traditionally 
been considered an allergic disease. Therapy 
has been directed at finding and eliminating 
causative allergens. Elimination procedures 
have been in favor in infantile eczema because 
mateirals which have been ingested are sup- 
posed to be causative factors in that age group. 
Desensitization has been the mode in older 
children because in them materials inhaled are 
thought to be predominately operative in the 
pathogenesis of the illness. 

It is true that most instances of eczema in 
infants are seen in patients who have an atopic 
constitutional background. A few are sebor- 
rheic in origin, and occasionally a widespread 
eczematous process will develop from cutane- 
ous moniliasis. These terms may not be easily 
familiar except to dermatologists. For this 
reason a definition of atopy and the atopic 
background is essential. 

Atopy’ is that constitutional state manifested 
by: 

@ A tendency to hay fever, bronchial 
asthma, atopic eczema, and severe, 
even fatal reactions to injections of 
foreign sera. 

@ The disposition to respond with urti- 
carial reactions to intradermal injec- 
tions of aqueous protein extracts. 

@ The ability to form Prausnitz-Kustner 
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The following discussion is written in an 
attempt to stir up controversy on the sub- 
ject of infantile eczema. Debate about it is 
much needed. It has an incidence that 
should make it of interest to all general 
physicians. It is a problem that especially 
befalls the specialties of dermatology, pediat- 
rics, and allergy. It is the argument of this 
presentation that spurious concepts have 
become fixed in medical thinking about its 
etiology, and as to its treatment. 


antibodies more frequently than indi- 
viduals who are not atopic. 

An infant who is born with this diathesis 
may develop in the second or third month of 
life a banal, erythematous, vesicular and exu- 
dative dermatitis, usually on the cheeks and 
forehead at first. If it extends to the extremi- 
ties it appears on the extensor aspects. It may 
generalize into an erythroderma involving the 
entire skin. 

It usually appears in the early weeks of life 
but may be delayed until the second half of 
the first. year, or rarely begins during the second 
or third year. In slightly over half the cases 
one can elicit a family history of atopic dis- 
eases. 

Intradermal testing will produce many posi- 
tive reactions in these babies. Food substances 
and of these milk, egg white and wheat, are 
strongest and most consistent. Traditionally 
alimentation and nutrition have been impli- 
cated in the etiology of this disease. Whether 
there is good reason for this, or whether it 
results from the preoccupation with these func- 
tions in babies on the part of interested adults 
is not known. About the time von Pirquet was 
perhaps getting his first glimmerings of the 
concept of allergy, a standard German pediat- 
ric text stated:? “Eczema may originate from 
the most various causes. In the nursing baby 
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we observe in the first place disorders of nutri- 
tion. Nursling’s eczema is almost always en- 
countered in overfed, anaemic children with 
abundant fat cushions, who suffer from gastric 
and intestinal disturbances, and in whom we 
have to assume that defective assimilation is 
the cause of the eczema.” The edition of Abt’s 
Pediatrics published in the mid-1920’s stated: 
“Errors of metabolism are also of importance, 
and a close relationship exists between eczema 
and overfeeding, underfeeding, and various di- 
gestive disturbances, and in some instances 
faulty action of the internal secretory glands 
apparently underlies the predisposition.” 

When Coca,‘ Sulzberger,' and others de- 
veloped and applied the concept of atopy, hope 
arose that here at last was a rational explana- 
tion for infantile eczema. The enthusiasm of 
those who had to deal with this disease ran 
high. It would merely be a matter of testing 
to determine causative allergens and elimina- 
tion of or desensitization to them. Enthusiasm 
cooled in a few years to the point that skin 
testing babies was not generally recommended. 
Systematic trial elimination of foods became 
and still is more or less the standard approach 
of pediatricians, allergists, and some dermatol- 
ogists. 

Many dermatologists have become disen- 
chanted with this procedure however. 

Facts in the matter are hard to come by. 
Those who still use the allergic approach in- 
sist that they attain significant improvement, 
even remission, by withdrawing certain foods. 
They say that eczema can be exacerbated or 
diminished by introducing and withdrawing 
these foods. They routinely use this method 
when treating the disease. The writer is among 
those who never juggle diets, who see no 
consistent effects from doing so, and who 
stubbornly maintain that their patients get well 
as fast and as often as the patients of the 
proponents of allergic management. 

It would seem that what keeps both sides 
encouraged is the incontrovertible fact that 
most babies who suffer from this cutaneous 
process early in life are well by the end of 
the second or third year. It is also an argument 
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of this presentation that this is true, no matter 
which method of treatment is used. 

Then if foods and airborne antigens are not 
the cause of atopic eczema in infants, what is? 
In adults this skin disorder is called dis- 
seminated neurodermatitis by a considerable 
number of dermatologists. It is generally agreed 
that the two terms are interchangeable. Those 
who accept and use the term agree that stress, 
adversity, fatigue and emotional conflicts pro- 
duce and keep in existence exacerbations. 
These adverse influences don’t do this by 
themselves; the person must be born with a 
constitutional predisposition to so react. This 
latter could be called the eczematous tendency 
in an atopic individual. 


Suggested Dynamics 

The mechanism of this has been the subject 
of much guessing and speculation, and even 
some careful study. Literature in the whole 
field of psychosomatic medicine is full of con- 
tradiction and dispute. In itself, psychoso- 
matic medicine has engendered a great deal 
of antagonism in medicine as a whole. At 
one extreme end are the hard-shelled somati- 
cists who insist that all illnesses are explainable 
on physiological, chemical, and/or immunologic 
grounds. In spite of the fact that their psychoso- 
matic opponents don’t disagree with this, the 
somaticists refuse to accept the effect of such 
intangible influences as situational difficulties 
or emotions on disease. 

The battle rages in the matter of atopic 
eczema. Some highly reputable dermatologists, 
allergists and pediatricians are contending 
against the psychosomaticists about it. The 
latter themselves dispute over dynamics, but 
it possibly could be said for them that they 
agree in this. A person afflicted with active, 
recalcitrant, or recurrent atopic eczema is faced 
with difficulties with which that person is in- 
adequately coping. 

The point that somaticists emphasize with 
particular relish is how to apply this to infantile 
eczema. They like to ask scornfully “what 
could be bothering a little baby?” Indeed! The 
notion that all babies are tranquil, happy, care- 
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free, little people could only be held by some- 
one who doesn’t know much about babies. 

For one thing, infancy is just a step beyond 
the first and perhaps fundamental adversity— 
birth. The transition from intra to extra-uterine 
existence must be one of life’s most formidable 
events. And what the next few days in the 
average hospital nursery does to the mind and 
soul is impossible to estimate. There babies 
are impersonally sheltered, fed, and protected 
from infection with only occasional periods of 
what they must desperately need, being held and 
touched by an interested human with careful 
and loving feedings. This modern world is full 
of unsleeping, unhappy infants who have 
trouble handling what they eat. A household 
imto which such a baby comes is soon in an 
uproar, hardly a haven of security for this new 
tiuman entering into the basic human relation- 
ship, that of a child with its parents. 

And in many instances this confusion carries 
on. Mothers, particularly with first children, 
are often anxious and tense about themselves 
in their role, and mothers and fathers with the 
fifth or sixth baby are sometimes rejecting and 
have guilt about that. Concern for the baby’s 


It is urged that we take another look at the 
problem of infantile eczema and perhaps dis- 
card some traditional therapeutic methods. The 
comings and goings of atopic eczema are mys- 
terious at any age. It seems that in adults, 
adversity and stress are important. The wide 
use of the term disseminated neurodermatitis 
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The Early 
Detection of 


Unsuspected 
Glaucoma 


W. HOWARD MORRISON, M.D. 
Omaha, Nebraska 


g diagnosis of glaucoma at an 
early stage in the course of the disease is a 
challenge. Unfortunately, the relative infre- 
quent angle closure and secondary glaucoma 
are the types ushered in with symptoms and 
signs that make early detection of the disease a 
comparatively easy matter. Too often it is 
believed if the patient does not complain of 
blurred vision, halos, or pain, that glaucoma 
does not exist. In reality, most people with 
glaucoma have a chronic open-angle type which 
early in its development is so insidious that the 
patient is usually completely unaware of the 
existence of the disease. There is no complaint 
referable to the eye such as a change in vision, 
eye discomfort or headache. What then can 
be done to bring about a diagnosis and estab- 
lish treatment soon enough to prevent ocular 
damage in the one to two percent of individ- 
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uals over forty years of age who statistics indi- 
cate may have an unsuspected glaucoma? 

First, effort should be continued to alert the 
laity to the fact that a blinding disease such as 
glaucoma can be detected before damage to 
the eye has occurred and comparatively simple 
treatment prevents progression of the disease. 
The public should be educated to expect to be 
“tested” for glaucoma as part of a physical 
examination. Particularly should persons in 
families where glaucoma exists be aware of 
the strong possibility of their having or de- 
veloping glaucoma. 

Second, all members of the medical profes- 
sion should be cognizant of the high familial 
incidence of glaucoma. Certainly each mem- 
ber in an involved family should be carefully 
examined for the presence of the disease. Such 
an examination must include taking the ocular 
tension (tonometry), study of the fields of 
vision (perimetry), observation of the angle of 
the anterior-chamber (gonioscopy), and pos- 
sibly the determination of the facility of the 
eye to rid itself of aqueous (tonography). 

The employment of routine tonometry is a 
means by which glaucoma can often be de- 
tected even in an incipient stage. Such tono- 
metric measurement should be carried out on 
the eyes of patients old enough to cooperate 
and on eyes capable of withstanding such an 
innocuous procedure. Certainly if there is a 
history of glaucoma in the family, tonometry is 
a must. It should be emphasized that the 
attempt to accurately evaluate the ocular ten- 
sion by means of compressing the eye with the 
finger tips is an inexact test and cannot be 
depended upon. 

The tension of the eye can be quite accu- 
rately determined by employing an indentation 
tonometer such as the Schiotz tonometer. The 
lightest weight possible is used. A scale read- 
ing of 4 or below obtained with a 5.5 gram 
weight or a 5 mm. Hg or more difference in 
the tension of the two eyes strongly suggests 
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the presence of glaucoma. Certainly a Schiotz 
reading of 24 mm. Hg or more indicates the 
presence of glaucoma until proved otherwise. 

It must be borhe in mind, however, that so- 
called normal tension measurements, those 
below 24 mm. Hg do not always indicate the 
absence of glaucomta since the eye goes through 
a definite pattern of tension variation which is 
exaggerated in the glaucomatous eye. A single 
reading, therefore, might be taken while the 
intraocular pressure is at a low point in varia- 
tion and be recorded within the normal range 
thus overlooking the possibility of an abnor- 
mally elevated tension being present at another 
time of day. Also some eyes have an unusually 
low rigidity of the ocular coats. Such a de- 
creased ocular rigidity is seen particularly in 
myopia and in exophthalmos of endocrine type. 
If the patient has either of these conditions, 
one must be doubly careful not to err in be- 
lieving that the eye is free of glaucoma just 
because the indentation tonometer reading is 
within the normal range. Recently an applana- 
tion tonometer has become available which is 
clinically useful. Such a tonometer measures 


It should be stressed that the great prepon- 
derance of glaucoma victims have no symp- 
toms early in the course of their disease. Only 
by means of a high index of suspicion on the 
part of the physician and particularly so by 
the ophthalmologist can chronic simple glau- 
coma be detected in an early stage. Suspicion 
on the part of the patient as well as the physi- 
cian should be heightened if glaucoma is pres- 


Summary 


the tension of the eye largely uninfluenced by 
the rigidity of the ocular coats. If this instru- 
ment is employed the serious error of over- 
looking the diagnosis of glaucoma in an eye 
with lower than average scleral rigidity is 
avoided. 

Perimetric studies are too complicated for 
routine use even in the ophthalmologist’s office. 
Then, too, visual field defects are usually niani- 
festations of advanced glaucoma. If, however, 
the tension is elevated and/or there is glau- 
coma in the family every means of making a 
diagnosis including perimetry must be em- 
ployed. 

Gonioscopy and tonography are procedures 
which aid in the diagnosis and classification of 
glaucoma. The existence of narrow angles 
capable of closure has been observed in a 
significant number of the members of some 
families. Outflow studies also have revealed a 
familial tendency for a decrease in aqueous 
outflow facility. The time factor involved, the 
technique and instruments required, however, 
may not permit routine gonioscopy and tonog- 
raphy. 


ent in the individual’s family. Routine tonom- 
etry should be a part of every physical exami- 
nation. If the tension is elevated even slightly 
or a definite difference exists between the ten- 
sion of the two eyes, the patient should be 
referred for careful diagnostic study and if the 
disease is present, sight saving therapy imme- 
diately instituted. 
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L recent years there has been a 
growing interest on the part of American 
psychiatrists in the existential approach to- 
ward disorders of psychogenic origin. The term 
“existence” comes from the Latin root 
ex-sistere, meaning literally “to stand out”, 
“to emerge.” According to May’ the existential 
psychiatrists seek to understand man not as a 
collection of static substances or mechanisms 
or patterns but, rather, as a being who is always 
in the process of emerging, of becoming. The 
existential psychiatrists thus represent a dy- 
namic approach, with the existing individual 
person in his immediate time dimensions al- 
ways in the center of the picture. This approach 
overcomes the doctrine of subject-object cleav- 
age of the world. Binswanger*, Boss.* 

The goal of the therapy is that the patient 
experience his existence as real, and experience 
it fully. It is the aim of the therapy to illuminate 
the patient’s being-in-the-world. (The existential 
analysts hold that the person and his world are 
a unitary, structural whole; the hyphenation of 
the phrase being-in-the-world expresses pre- 
cisely that.) With this in mind Sechehaye* and 
Elrod’ encountered and treated their chronic 
schizophrenic patients. The drawings which 
their patients did are deeply impressive. Not 
because of their bizarre deviation from reality, 
not because of their symbolic expression and 
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The Existential Approach 


The Existential Situation in Neurotic and Psy- 
chotic Patients, Illuminated by Their Self-Portraits 


KLAUS D. HOPPE, M.D. 
Farnhurst, Delaware 


their richness of ideas, but because they re- 
flect the entity and existence of the sick human 
being, his being-in-the-world. 

Straus states that “The predominance of 
seeing and of the visible has made it the model 
of our world-interpretation and our self-under- 
standing.”* According to this author the eye 
is the agent for identification and stabilization, 
the optical space is open to the future and 
preserves the persistence of temporality. In con- 
trast to the geographical space, the landscape 
presents the space of the sensory experience. 
The loss of landscape, of home and country is 
what is called depersonalization in clinical 
terms. When drawing a landscape, a person is 
being confronted with the world of his sensory 
experiences although the drawing as a per- 
formed object belongs to the geographic space 
of perception and cognition. 

Therefore the patients of the Observation 
Clinic at Delaware State Hospital were asked 
to draw themselves not only as they see them- 
selves, but to put themselves in a landscape. 
Except for two patients ill with chronic schizo- 
phrenia, all patients of the clinic met this re- 
quest and, at times after some hesitation and 
resistance they drew themselves during the 
occupational therapy period when the doctor 
was not present. This was done to avoid 
possible shyness and embarrassment. It was 
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left up to the patient which material and tech- 
nique to select (i. e. size of the paper, pencil, 
. color), since his selection might give valuable 
hints. Only the time needed for completing the 
drawing and patient’s behavior were noted. 
When a suitable occasion arose during the 


PICTURE 1 


personal interview or psychotherapeutic treat- 
ment, the patient was asked to explain his 
picture to the doctor. 

A few examples may be presented here. Only 
those facts of the life history will be mentioned 
which are necessary for an understanding. 


Just as self-conceited and proud as this 68- 
year-old businessman was, looking down on 
his company from the president’s seat, just 
as despairing was he during the last years 
when he felt his strength diminish. When 
looking at his drawing which shows the roomy 
house the patient had lived in for twenty-six 
years and which he had to leave recently, the 
writer was reminded of the verses by Hoelderlin, 
“Haelfte des Lebens” (Half-time of Life): 


“Weh mir, wo find ich, wenn es Winter 
ist, die Blumen, und wo den Sonnenschein 
und Schatten der Erde? 

Die Mauern stehen sprachlos und kalt, 
im Winde klirren die Fahnen.” 


(Woe unto me, where will I find, when 
winter comes, the flowers, and where the 
sunshine and shadow of the earth? 

The walls stand there mute and cold, the 
flags are clanking in the wind.) 


The big house which patient inhabited to 

maintain his self-esteem, had given him some 

é feeling of belonging. Moving out of it had 
broken his heart. While living there, all he 
cared for was trimming the hedge. His time 
and love were devoted to his business. His 
wife, sons, and grandchildren were shadows 
only. What way out was there for him than 
depression and alcohol, when he felt his power 
diminish as his son became more successful? 
His rigid pride, his compulsions and tenacity 
which were intensified during his struggle for 
success, were now leading him toward the de- 
struction of what was left of his ego. Life 
without business, without success, without 
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youthful strength seemed senseless to him. In 
the shadow of the tower in which he had lived 
for such a long time, he was able to make out. 
But when his status as a tycoon, his previous 
existence in the vertical line — tower, trees, 
flagpole—became impossible, then he inclined 
to the horizontal line without any support or 
bound, tottering from too much alcohol. 

The aim of the psychotherapy with this 
patient was to confront him with the meaning 
and the possibilities of his age. Attempts were 
made to loosen his schedule-like thinking, and, 
instead of it, to awaken his feelings for family 
and nature. He started to collect stamps and 
became interested in photography. Slowly, it 
was possible to thaw his being-in-the-world 
which had become frozen. With a timid, but 
happy smile he left the clinic, went to Cali- 
fornia and built a house for himself and his 
wife, the home of his old age. 

The house as an expression of being shel- 
tered, of dwelling in the world, was to be found 
in a surprisingly high number of the patients’ 
drawings. A 67-year-old, shy and timid patient, 
who had repeatedly gone through episodes of 
depression in her previous life, did not dare 
to draw herself at first. She only sketched the 
view from her house: six slender, root-like 
little trees, in front of them a hardly percep- 
tible, but meaningful fence, in back of them the 
blue sky. During the course of her hospitaliza- 
tion the question arose more and more ur- 
gently what her plans for the future would be. 
“I don’t know,” she repeated stammering, “I 
cannot make up my mind.” Then, however, 
she did a second picture, showing herself on 
the way to her house which she had lived in 
for many years with her husband who had 
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died recently. For important reasons this house 
now had to be sold by her son. Patient with- 
drew into her past, and was incapable of a 


PICTURE 2 


concept regarding her presence and future. The 
tragic impoverishment of her existence was re- 
flected in her drawing. 


In another patient, a 59-year-old woman, 
we were confronted with the same depletion 
of her world. Always closely linked to her 
family she could not make up her mind to get 
married. She held a government job as secre- 
tary and director for many years. In 1950 she 
quit because of political changes. She had not 
worked since. She suffered more and more fre- 
quently of anxiety attacks after her parents and 
a beloved sister had died, felt isolated, and 
stayed in bed until noon, uncapable of doing 
anything. “Why”, she said, “there is nobody 
waiting for me.” 

She drew herself standing in the middle of 
the picture, with many details, while her sur- 
roundings were merely indicated by words like 
sky, water, sand. Machover’s’ findings are im- 
portant in understanding drawings of the hu- 
man figure. The vague, unsure smile, the 
accented and receptive mouth, the ‘buttons 
stressing the midline, the stump-like fingers in 
contrast to the well finished feet as well as the 
accentuation of the neck-and-waistline point 
out the narcissistic and egocertric personality 


PICTURE 3 


which is dependent on the mother, and which 
could not reconcile the “super-ego” with the 
“id.” So far, however, only one aspect of her 
personality has been caught, her mode of in- 
stincts, drives, contingency, biological deter- 
minism. Her arms, stretched out in an unsure 
fashion, give a hint to patient’s interpersonal 
relationships. But only the world in which the 
individual can be aware of the fate with which 
he alone at that moment is struggling, explains 
to us the existential situation and the degree of 
its depletion. It becomes appallingly clear how 
the despair of this patient has made her attuned 
space empty.” Her being-in-the-world, her origi- 
nal understanding of existence, had been pathol- 
ogically distorted. During psychotherapeutic 
treatment we mainly attempted to broaden pa- 
tient’s narrowed existence with a view of the 
future, so that things, plants, animals and 
fellow men might appear in their true respec- 
tive to her. 

It was the goal of the therapy that patient 
experience her existence as real, and experi- 
ence it fully. 


The drawing on page 348 was done by a 42- 
year-old female patient who after years of more 
or less successful treatment had herself admit- 
ted to the Delaware State Hospital. She seemed 
schizophrenic, especially since she gave the 
history of visual and auditory hallucinations. 
From the very beginning of her hospitalization 
it was noticed that she experienced these hal- 
lucinations only with regard to two male per- 
sons who have played an important part in the 
patient’s life. For months she evaded any 
clarifying talk, hid behind her headache, 
seemed morbid, coquettish and _histrionic. 
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Finally she gained enough confidence in the 
therapist to scribble a scene on a small piece 
of paper in vague and light strokes, and com- 
mented upon it: “Somebody is chasing me. A 
man is chasing me. The highest mountain is 
a volcano.” Thereafter she did not give any 
further explanation but replied: “This has 
nothing to do with any problem.” During the 
course of intensive psychotherapy which was 
them begun, this drawing served as an unique 
illumination of her situation. Her ex-husband, 
a much older; brutal, and clever man who im- 
pregnated her at the age of 13, married her, 
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and during all these years had forced her in a 
disgraceful manner to have intercourse with 
him. He would, for example, all of a sudden 
drag her into a toilet on a train. After 24 
years of marriage, when her daughters whom 
she adores had grown up, she got a divorce. 
She made the acquaintance of a congenial man, 
loved him, but shortly before the planned wed- 
ding he suddenly died. Some time later the 
patient appeared psychotic. 

Not only her fear of her ex-husband’s sa- 
distic sexuality is expressed in her drawings, 
but also her unsolved polarity concerning love. 
Flowers of a man’s height and trees are in 
bloom, there are meadows, mountains and 
clouds, but at the same time patient has to 
flee through a jungle, and above her a volcano 
is threatening to suddenly destroy world and 
life. Thus, the volcano is to be interpreted not 
only as a phallic symbol, but also as a constant 
threat to rupture the continuity of her exis- 
tence. Not only was she suddenly seized and 
forced to intercourse which disgraced her every 
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time, but it was all of a sudden, too, that her 
loved one, her fiancé was taken away from her. 
In this extreme situation, she was not even 
capable of anxiety which after all is experi- 
enced when there: is the threat of imminent 
non-being, i.e. death. The patient did not want 
to live in the present anymore. She fled into 
the realm of shadows. She constantly read the 
letters the deceased financé had written to her 
and heard him call “come.” She saw him in 
the room, waving to her. Her dwelling in a 
tomb of the past made her life in the present 
and in the future impossible. Still now she 
shrinks back from any decision and from any 
possible start on a job. She does not want to 
start a new life. But in her dreams step by 
step she frees herself from the past, stabs her 
ex-husband to death, and confided to her ther- 
apist that after a hard struggle with herself she 
eventually destroyed the letters of her fiancé. 
This may be the onset of a possible improve- 
ment. 

Yet something else becomes apparent from 
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this patient’s picture: the weakness of her ego. 
After an EEG with photic stimulation she felt 
estranged, felt her body had changed, her arms 
had grown shorter and her legs had disap- 
peared. She was unable to close her eyes but 
had to stare at dancing men and monster-like 
apes which were flying straight into her eyes. 
Later the patient added that often during the 
nights, she would see a figure, ugly and dis- 
torted, half man, half animal, bending over her 
with claws which created great panic in her. 
She associated this with the fact that her ex- 
husband used to bend over her at night and 
awaken her to have intercourse with her. When 
she had found out that fighting him off was 
unsuccessful, she separated her feelings from 
her body and did not perceive bodily anymore. 
Thus the patient trained herself in dissociating. 
The weakness of the cathexis of her ego-boun- 
daries (Federn*), i.e. the weakness of the in- 
vestment of patient’s own ego in her selfcon- 
cept becomes apparent and helps us understand 
her dissociative phenomena, fugues, and her 
schizophrenic-like experiences. 

Recently this patient was willing to perform 
the verbal selfportrait test described by Boern- 
stein.° When asked: “If you were an accom- 
plished artist, how would you paint yourself?” 
patient answered somewhat doubtfuly: “Ugly, 
with only the head, face and shoulders.” She 
said that her facial features should be serious 
and her age that of her youth. The patient 
would fill out the background with candle light 
and put the picture into a wooden frame. These 
statements indicate that patient is still living in 
the past, in the realm of the dead. But there 
is a hope pointing to the future namely her 
reference to the time prior to her difficult mar- 
riage. (The experiences which patient had in 
her childhood and which were elicited during 
the course of psychotherapy, cannot be pre- 
sented here.) 

Such dramatic statements in pictures of 
themselves in a landscape were found especially 
in psychoneurotic patients. 

A 32-year-old female social worker with 
a deep conflict toward her parents which had 
existed since her childhood, was in a state of 
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infantile aggression and threatened suicide when 
she drew the house in which she was born, 
on fire. In her picture her parents are leaving 
in a car, she herself is crying for help from 
a window on the top floor. The therapist, 
thinly sketched, is standing in the street, lifting 
his arm, but unable to help. One week later, her 
state of excitement having decreased, the 
patient did a second picture. Using green 
colors she drew round hills all over the 
sheet, with young trees growing on them, 
and with big rocks lying in between. She 
herself is climbing up the farthest hill where 
the therapist is standing and waving to her. 
Apart from her oral desires—patient asso- 
ciated breasts with the hills—and other psycho- 
dynamic connections, the strong transference 
to the therapist is of importance and of great 
value to her now, as she is again working on 
the outside. 

When admitted, a 49-year-old female patient 
was still suffering from the wound which was 
caused by a shot she had aimed at herself, 
and which originally was intended to hit her 
husband. Three weeks after her admission she 
drew a scene which takes place in Bermuda 
or Bali: she and her daughter are sitting on a 
bridge and she is fishing for a man and a 
horse both of which are swimming in perfume. 
This patient is still hoping for her desires to 
come true: namely that she be closely linked 
to her father, that she be able to enjoy life at 
the zenith with many flirtations and perpetual 
good luck at the race tracks. 

A highly intelligent, 32-year-old female, 
when asked to do the verbal self-portrait test, 
stated that she would put a halo around her 
head which she considered the most important 
part of her body. As part of her mental prob- 
lem she was trying to injure her face. Two 
portraits of her head bore witness of the two 
poles existing within her: the female one, soft, 
light and lovely, and the masculine one, harsh, 
with swollen erotic lips and cruel features. 
These two sides were not only to be detected 
in her self-injuries, but also in her masturba- 
tion and vomitting. Preserving and love-seek- 
ing drives are always overpowered by destroy- 
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ing and aggressive ones. 

A 54-year-old alcoholic woman, inseparably 
linked to her husband by love and hate at the 
same time, drew a picture shortly before her 
discharge. The drawing showed her gaudy 
country house, her husband and children sit- 


PICTURE 4 


ting on the porch, and herself leaving with two 
suitcases in the foreground. She commented 
upon this scene: “I was always going away.” 
Three weeks after her discharge she died of a 
myocardial infarction with which she had suf- 
fered for years. 


Finally a drawing is presented which a 41- 
year-old man did. Because of his delusions with 
clouding of consciousness and his depressive, 
at times ecstatic experiences, he might be best 
classified as a psychotic of the oneiric type 
(Mayer-Gross"® ). 

Patient commented upon it: “I began only 
to doodle in the corner of the paper, but then 
I felt this is the sun, and around the the sun 
there is blackness. The following yellow disk 
is the sunshine.” The blue spot was described 


By way of summary it may be pointed out 
that no claim is made that this attempt at 
understanding the situation of sick fellow men 
is a test. We have purposely refrained from 
any quantitative statistical scoring or standard- 
ized qualitative analysis. Such measurement is 
for example possible if the house-tree-person 
test described by Buck" is being used. It was 
not the writer's intention to elicit the “degree 
of the subject’s maladjustment,” but rather to 
approach the “existence of the other human 
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Tuberculosis and the G. P. 


Ae in the past de- 
cade have revolutionized both the treatment and 
prognosis in tuberculosis. Modern antibiotic 
and chemotherapy, plus advances in thoracic 
surgery have shortened the period of treatment, 
and improved the chances of cure to the extent 
that few cases can be considered hopeless. 
In spite of this, tuberculosis remains our most 
important communicable disease, and its erad- 
ication a goal toward which we should strive. 

The elimination of tuberculosis depends upon 
early case finding and early therapy of all cases 
of the disease. In this, the family physican has 
an extremely important role, even a unique one. 
Periodic examinations, tuberculin tests and 
regular chest x-rays on the reactors, with 
sputum examinations and immediate treatment 
of those patients showing evidence of disease 
would result within a few years in a great de- 
crease of the number of active cases of the 
disease. Particular stress should be placed on 
the periodic use of the Mantoux test, since the 
x-ray alone is not diagnostic. While the skin 
test is especially important in contacts of 
known cases, its application in areas where very 
few known cases existed, such as _ rural 
Minnesota and Iowa, have shown a reservoir 
of potential cases, which indicate that the 
disease is far from conquered. The recom- 
mended test is PPD (Purified Protein Deriv- 
ative) intermediate strength. If negative, this 
should be repeated. If it remains negative, 
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other causes for chest pathology must be sought. 
Some workers recommend retesting with PPD 
second strength, although many workers con- 
sider reactions at this strength to be non- 
specific. Intradermal tests for histoplasmosis, or 
in some areas blastomycosis or coccidioidomy- 
cosis should be done to rule out the possibility 
of these infections. 

When a case of active tuberculosis is dis- 
covered, how should the family physician 
handle it? Because it is a communicable disease, 
to which the very young are especially suscep- 
tible, most chest physicians and public health 
workers advocate sanatorium care for the 
patient. Early drug therapy and education of 
the patient as to his care, need for adequate 
rest, for proper nutrition and other adjuncts 
to drug therapy, and instruction in methods of 
preventing spread of the disease are best 
handled in a sanatorium. Modern methods of 
therapy have shortened the time the patient 
must spend in such an institution (particularly 
if the disease is minimal) but it has not en- 
tirely eliminated it. Once the sputum becomes 
and remains negative, the patient can be dis- 
charged home to continue his treatment under 
the supervision of the family physician. The 
length of the stay in the sanatorium depends 
on many factors, including the extent of the 
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disease, the presence of young children in the 
home, in fact the entire home situation, such 
as possibilities for isolation, general sanitation 
facilities, and many other factors with which 
the family physician is probably well ac- 
quainted. 

Therapy must be carried on for a minimum 
of two years, and must be continuous. The 
danger of the organisms developing drug re- 
sistance, if treatment is stopped and then 
started again, makes this a matter of paramount 
importance. If positive sputum persists in spite 
of continued therapy, the question of resistant 
organisms needs to be investigated, and the 
possibility of the use of other drugs considered. 
For such investigations and trials of other drugs, 
the patient should be returned to the sanato- 
rium, at least until such time as his treatment 
has been stabilized. 

While on home treatment, the patient 
should have a sputum examined monthly, 
usually a seventy-two hour specimen unless 
the quantity of sputum is unusually large. 
X-rays should be taken at three month in- 
tervals for a two year period; the interval then 
may be increased to six months. Annual x-rays 
should be continued throughout life. 

Surgical treatment is often indicated, partic- 
ularly in a young person. Recommendations 
for surgery require the opinion of a competent 
thoracic surgeon in cooperation with the family 
physician or internist, who can make a care- 
ful evaluation of all the factors in the in- 
dividual patient. A cavity in a patient who has 
a negative sputum is probably an indication for 
surgery; the danger of reactivation in such a 
patient is always present. Lesions which persist 
in spite of drug therapy may require surgery. 
Such patients may need sanatorium care for 
varying periods of time, depending upon the 
response to treatment. 

The return of the patient to normal life is 
one of the problems in the handling of this 
disease, and one in which the family physician 
can play an important role. Most modern 


sanatoria have rehabilitation programs, under 
which the patient may receive vocational train- 
ing if his previous occupation would be un- 
suitable for him to continue in the future. Such 
training can be begun when his physical con- 
dition warrants, and will help to ease the 
transition back to full community participation. 

The family physician should enlist the co- 
operation of the health department in the care 
of the patient. From the time that the disease 
is reported until the case is closed after a period 
(usually at least two years) of inactivity of 
the disease, the health department can be of 
great assistance. The public health nurse can 
instruct the patient and family on ways to 
prevent the spread of the infection, can arrange 
for skin testing and x-rays on contacts if the 
private physician does not wish to do this, 
can help to make arrangements for sanatorium 
care, and help in the follow-ups after the 
patient returns from the sanatorium. Because 
tuberculosis is a chronic disease, such long-term 
supervision is necessary; and the health de- 
partment can give the private physician con- 
siderable support in this job. 

A word about the question of radiation 
danger which often arises when the question 
of mass x-rays comes up. In our opinion, the 
general use of skin tests will eliminate the need 
for x-rays on the majority of young people, in 
whom the problem of excessive radiation is a 
serious one. Repeated skin tests and annual 
x-rays of the reactors will take care of this 
problem, plus, of course, reducing unnecessary 
radiation by the use of safe x-ray and photo- 
fluorographic apparatus. 

Tuberculosis can be eliminated from the 
Amercian scene. But it will take the combined 
efforts of the family physicians, the specialists, 
the public health workers, and the voluntary 
tuberculosis agencies to do it. Awareness of 
the problem is the first step in bringing about 
the eradication of this important disease. 
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OFFICE SURGERY 


SUPERFICIAL CYSTS 


Pidgin cysts are of several 
types, and their proper diagnosis is of interest 
and importance. They will be discussed with 
regard to their cause, differential diagnosis, 
and treatment. 


Sebaceous Cysts 


Sebaceous cysts are extremely common le- 
sions which may appear anywhere on the sur- 
face of the body except the palms of the 
hands and the soles of the feet (where there 
are no sebaceous glands). The most common 
locations are the scalp, the face (cheek), the 
posterior surface of the ear (especially the 
lobule), the neck, and the scrotum. They are 
frequently multiple, particularly in the post- 
auricular area. 

EtTIioLoGy—A sebaceous cyst is a retention 
cyst which is caused by the occlusion of the 
duct of a sebaceous gland, usually by inspisated 
secretion. With its outlet blocked, the secret- 
ing gland gradually becomes distended, and 
ultimately results in a cyst. 

D1aGnosis—Although they may occur at 
any age, sebaceous cysts are most common 
in early and middle adult life. Like acne vul- 
garis, they are more common in people with 
oily complexions. The cyst may vary from a 
pepper seed to an orange in size, and presents 
as a rounded subcutaneous lump (Figure 1). 
It moves with the skin owing to the attachment 
of the gland’s excretory duct, or puncta, which 
often can be recognized as a small dimple in 
the skin over the center of the cyst. 
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It is usually freely movable over the under- 
lying tissue. It is characteristically sharply 
defined and smooth-walled, and has a moder- 
ately firm cystic consistency. 

Other lesions from which sebaceous cysts 
must be differentiated are: a) dermoid cysts, 
which are typically free of skin attachment but 
are firmly attached to the underlying tissue 
(bone or periosteum usually), and b) lipomas, 
which also are not attached to the skin, move 
slightly over the deeper tissues, may be some- 
what irregular in outline, and have a softer 
consistency. 

PATHOLOGY—Grossly, a sebaceous cyst is 
a round, white or yellowish, relatively thin- 
walled sac which on section is seen to contain 
white or yellow paste which has a cheesy 
appearance and odor. Histologically, its walls 
are composed of squamous epithelium, and its 
lumen is filled with degenerated epithelial cells, 
keratin, and amorphous sebaceous material. 
Glandular elements may be seen in the wall, 
but are usually not present, necessitating the 
histologic diagnosis of “epidermal cyst.” 

SyMPTOMS—Disfigurement because of the 
visible lump is usually the presenting com- 
plaint. Cysts of the scalp cause constant annoy- 
ance because they interfere with combing of 
the hair. The cyst is ordinarily painless unless 
it becomes infected, at which time it also en- 
larges in size and within about 24 hours be- 
comes fluctuant. It may rupture externally or 
into the subcutaneous tissue. The usual infec- 
tious agent is the staphylococcus. 
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FIGURE | Typical appearance of 
large sebaceous cyst of scalp. 


FIGURE 2. Surgical excision of sebaceous cyst. 
a) Elliptical incision over cyst. b) Retraction of 
wound edges. ¢) Dissection of cyst from its bed 
by opening tips of sma'! hemostat. d) Closure 
of wound with small interrupted silk sutures. 
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A rare complication of sebaceous cysts is 
the development of carcinoma. Although the 
incidence has been reported as high as 3.4% 
it is unquestionably much lower in most peo- 
ples’ experience. Sudden painless increase in 
the size of a long-standing sebaceous cyst, 
with the development of a firm, woody feel, 
and fixation to the underlying tissue, should 
suggest malignant degeneration. The tumor is 
typically a squamous cell carcinoma of low 
grade malignancy. The occasional discovery 
of a small unsuspected carcinoma in the wall 
of a sebaceous cyst is sufficient indication for 
the routine histologic examination of all seba- 
ceous cysts which are removed. 

TREATMENT. The ideal treatment of seba- 
ceous cysts is surgical excision, which can 
usually be accomplished under local anesthesia. 
After careful preparation of the skin, and sur- 
gical draping, an elliptical incision is made in 
the skin over the cyst, and the cyst is shelled 
out by blunt and sharp dissection (Figure 2). 
On the face, it is of the utmost importance to 
place the incision in line with the lines of 
facial expression, to minimize scarring. The 
ellipse of skin which is removed with the cyst 
includes the blocked excretory duct, and serves 
as a handle during the dissection, obviating the 
necessity of applying a clamp to the wall of 
the cyst. Care is taken to avoid rupture of 
the cyst, but if this should occur, the cheesy 
material is expressed from the cyst and wiped 
and irrigated out of the wound, and the cyst 
wall is dissected out intact, albeit with less 
facility. If the entire cyst wall is not removed, 
recurrence can be expected. After hemostasis 
is achieved, the wound is closed with small 
interrupted sutures of fine black silk or mono- 
filament nylon and a sterile dressing is applied. 

Infected cysts should be treated by simple 
incision and drainage of their caseo-purulent 
contents. Here also the incision should be 
carefully placed to minimize scarring. Some- 
times the cyst is found to be virtually floating 
in a sea of pus, and can be easily removed by 
grasping it with a clamp, and gently pulling it 
out. No extensive dissection should be carried 
out in the presence of infection. A small rub- 
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ber drain or wick is left in the wound for 24 
hours. Warm saline compresses every two 
to three hours accelerate the subsidence of the 
inflammation. If it is not possible to tease out 
the cyst wall at the time of incision and 
drainage, the patient should be instructed to 
return in about six weeks for excision of the 
cyst as an elective clean procedure, to prevent 
recurrence of the infection. 

Multiple small sebaceous cysts in the post- 
auricular area in young adults are often so 
numerous and so close together that excision 
of them all as described above is not feasible. 
A technic which has been found useful in 
these cases is to insert the tip of a sharp 
electro-dessicating needle into each one (under 
local anesthesia) and spark the lesion for about 
two seconds. Four days later the cyst walls 
can be easily expressed with a comedo extrac- 
tor, and the wounds heal satisfactorily, leaving 
small pitted scars. This technic is advised only 
for the treatment of multiple post-auricular 
sebaceous cysts of less than 3 mm. diameter. 

Sebaceous cysts (usually of the scalp) which 
are suspected of having undergone malignant 
degeneration should be removed with a wide 
margin (1-2 cm.) of normal skin and sub- 
cutaneous tissue. The defect can usually be 
nicely closed with local tissue, but if the tumor 
is large, a rotation flap is required for closure. 
This is a major undertaking which should 
under no circumstances be attempted anywhere 
but in a hospital operating room, preferably 
with the patient under general anesthesia. 


Milia 

Milia are small, multiple, white, sebaceous 
cysts, 1 to 2 mm. in size, which are often seen 
on the cheek, scrotum, forehead, and labia 
minora. They are of no particular importance 


but can be easily eradicated by incision and 
expression with a comedo extractor. 


Comedones or Blackheads 


A comedo is a speck of dirt (or organic 
sulfide) on the surface of sebaceous material 
in a dilated sebaceous duct orifice, most com- 
monly seen on the dorsum of the nose. There 
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may be an underlying sebaceous cyst. Treat- 
ment consists of expression of the retained 
secretions by a specially designed spoon with 
a central opening (comedo extractor). 


Epidermal Inclusion Cysts 


Epidermal inclusion cysts are implantation 
cysts due to the introduction of epidermis into 
the subcutaneous tissue by a puncture wound 
or a contusion with a blunt object. They are 
most commonly seen in the palm of the hand, 
on the tip of the finger, and on the sole of the 
foot, where true sebaceous cysts are not seen. 
There is often a history of injury, and a scar 
may be seen in the skin overlying the cyst. 
The usual presenting complaint is a small lump 
which is tender on pressure because of im- 
pingement on underlying tissues. The treat- 
ment is excision as described for sebaceous 
cysts. 

Dermoid cysts are developmental cysts which 
are formed by the inclusion of ectodermal 
cells in the embryonic lines of closure, espe- 
cially those of the skull. They are noted early 
in life and are most common in the head and 
neck, especially at the outer canthus of the 
eye, in the eyebrow, in the orbit, on the dor- 
sum of the nose, at the base of the columella, 
and in the post-auricular area adjacent to the 
lobule (Figure 3). 

Histologically, a dermoid cyst has a thick 
fibrous wall lined by stratified squamous epi- 
thelium resembling normal skin, and containing 
hair follicles, sebaceous and sweat glands, and 
rarely cartilage or bone. The lumen contains 
cheesy sebaceous material and hair. 
D1aGNosis—The dermoid cyst is typically 


Sebaceous cysts are extremely common le- 
sions which must be differentiated from der- 
moid cysts, epidermal inclusion cysts, and sub- 
cutaneous lipomas. The treatment of all these 
lesions is elective surgical excision except that 


358 


Summary 


infected cysts necessitate prompt incision and 
drainage. Malignant degeneration of sebaceous 
cysts is rare, but must be considered strongly 
when a long-standing lesion suddenly begins 
to undergo painless enlargement. 


FIGURE 3 


Dermoid cyst in common 
location at lateral end of the brow. 


smooth-walled, moderately firm, and is firmly 
attached to the deep tissues (periosteum or 
bone) usually by a broad base. The skin moves 
freely over it without attachment. A crater- 
like depression in the underlying bone may be 
seen on x-ray. The other lesions of importance 
in the differential diagnosis are sebaceous cyst 
and lipoma. 

Disfigurement and the likelihood of infec- 
tion are the indications for treatment. Dermoid 
cysts of the skin rarely undergo malignant 
degeneration. 

TREATMENT—The treatment of dermoid 
cysts is surgical excision. Local anesthesia may 
be satisfactory in an adult, but general anes- 
thesia is essential if the patient is a child or 
if the lesion is large. Excision requires more 
exposure than excision of a sebaceous cyst and 
is usually considerably more difficult to accom- 
plish. Because of the possibility of intracranial 
extension of the cyst through the skull, der- 
moid cysts should be excised in the hospital 
under ideal conditions, rather than in the office. 
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MEDICAL CONFERENCE 


Sinus Tachycardia 


CASE REPORT: 
M. G., Female, Age 39 
Presentation: Dr. L. Livornese 
Discussion: Dr. D. M. Kydd 


D. PERRIN LONG (CHAIRMAN ): 
The patient for discussion this morning has 
sinus tachycardia and symptoms of hyper- 
thyroidism. Dr. L. Livornese will present the 
case record. 

Dr. LivornesE: This is the first admission 
to Kings County Hospital of a 39 year old 
negro female, who came to the hospital because 
of palpitation, nausea, and vomiting. Twelve 
days before admission she had a sore throat, 
fever, generalized pain, nausea and vomiting. 
Her own physician made a diagnosis of in- 
fluenza and she received one white tablet 
several times a day. Three days prior to ad- 
mission she began to experience palpitation. 
This symptom increased although at this time 
she was afebrile. She came to the hospital 
because of this symptom. 

In the past, she has had a history of palpi- 
tation brought on by stressful situations and 
also has a history of tremors and insomnia. She 
denies any heat intolerance, diarrhea, or 
niarked sweating. She reported a normal men- 
strual history. The review of her systems and 
past history are only pertinent in that she 
describes herself as being a highly emotional 
person. 

On physical examination she had a blood 
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pressure of 112/62, pulse rate of 150, and 
respirations of 32. She was poorly developed, 
poorly nourished, and in acute distress. There 
was a slight exophthalmus, a definite lid lag, 
and an enlarged thyroid gland, the right lobe 
being slightly larger than the left. The PMI 
was in the Sth intercostal space in the mid- 
clavicular line, the rate was 140 and regular. 
There was a grade II systolic murmur and the 
mitral first round was loud. The neck veins 
were flat. Her skin was warm, but dry. Routine 
laboratory tests were within normal limits. 

The patient was first given sedation which 
produced no effect. Then an infusion of sodium 
iodide was started. There was slight slowing 
of the pulse but the effect was only temporary. 
She was then started on propylthiouracil and 
Lugol’s solution and her pulse gradually fell 
from 140 to 90 in 48 hours. The protein-bound- 
iodine in serum obtained before any of this 
therapy was started was reported to be 15.2 
micrograms per 100 millimeters. 

Dr. LonG: Thank you, very much, Dr. 
Livornese. The discussion will be taken up 
by Dr. Kydd after the x-ray films have been 
shown. 

ROENTGENOLOGIST: There are no x-rays 
here which are of any importance. 

Dr. Kypp: I, of course, should not be dis- 
cussing this case inasmuch as I didn’t see her 
at the outset. Looking backwards at a patient's 
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course sometimes gives quite a distorted point 
of view. However, this patient has been proved 
to have hyperthyroidism, as manifested by the 
protein-bound iodine level of 15.2 gamma per- 
cent, and the course of the disease which this 
patient has had, has been somewhat different 
from the usual instance of hyperthyroidism. 

In the first place, this patient’s history is 
quite negative beyond minor feelings of hyper- 
emotionality and occasional bouts of mild pal- 
pitation such as many of us have for a variety 
of reasons. Her menstrual history was quite 
normal, and so far as this is concerned, of 
course, oligomenorrhea and amenorrhea may 
occur in the course of hyperthyroidism, but 
these symptoms are not nearly as helpful diag- 
nostically as is the menorrhagia and metror- 
rhagia that may occur in the course of hypo- 
thyroidism. At all events she had no symptoms 
we have been able to elicit prior to the onset 
of her present illness. This began with a 
febrile illness that was diagnosed a “flu-like” 
infection. As this acute disorder subsided the 
patient began to note palpitation. From then 
on until after she was admitted she had a 
tachycardia that was uncontrolled by anything 
which was used. 

During the course of her illness she also 
had nausea and vomiting but so far as we 
know, no diarrhea. Her principal symptom at 
the time she came in was that of tachycardia. 
Also at the time the patient was admitted it 
was observed that her mental reaction was 
somewhat different than normal. She was quite 
lethargic and (more or less) unresponsive. 
Gradually in the hospital these symptoms be- 
came more prominent. She developed an almost 
catatonic-like phase which lasted for a brief 
period. It is perhaps of some note that although 
hyperthyroid patients are ordinarily over-active 
and over-anxious, certain individuals with 
hyperthyroidism instead become apathetic. 
The term “apathetic hyperthyroidism” has been 
applied to this state. Those who see these pa- 
tients are always impressed that the patients 
who develop apathy rather than over nervous- 
ness, are patients whose course is apt to be 
more severe, and perhaps more difficult to 
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treat, than are the patients who have the mental 
symptoms ordinarily associated with hyper- 
thyroidism. 

This patient had none of the other usual 
symptoms nor did she sweat excessively. She 
did have a goitre, a lid lag, and a tremor. On 
that basis, plus the fact that this patient had 
a sinus tachycardia, the patient was presumed 
to have hyperthyroidism and as was later de- 
termined her protein-bound iodine was elevated 
being 15.2 gamma percent. Therefore, she was 
given intravenous iodine and following this 
propylthiouracil and Lugol’s solution. As to 
be expected in the course of hyperthyroidism 
the response to these drugs was not immediate 
and only slowly became apparent. That, in 
general, is true in hyperthyroidism, the anti- 
thyroid measures do not effect the patient’s 
course for an appreciable period of time and 
this delay is apparent in this instance. 

Gradually, however, the tachycardia did sub- 
side. Her mental symptoms became much less 
apparent. She became more or less normal so 
far as her mental reactions were concerned 
except that she left the hospital against advice. 
Therefore, we are unable to show her this 
morning and we feel that her behavior was 
indicative of her thyroid intoxication. At the 
present time she still is hyperthyroid in view 
of the fact that she still has tremor and some 
nervousness. Her eye signs have not changed. 
Her basal metabolic rate at the present time 
is plus twenty-eight percent. We feel that this 
patient has hyperthyroidism, and that the pre- 
liminary febrile illness may be of considerable 
importance in dating the onset of her present 
disorder for indeed, there are many instances 
of hyperthyroidism in which the onset is asso- 
ciated with respiratory illnesses, episodes of 
psychic trauma or some similar event. 

If one studies the natural history of hyper- 
thyroidism, uninfluenced by drugs, which, of 
course, is not possible at the present time, one 
is struck by the fact that hyperthyroidism is a 
cyclic disorder, that it tends to get worse and 
then tends to get better and then a little worse 
again, and that these cycles often enough are 
influenced by episodes of infection or episodes 
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of psychic trauma. It is felt in this instance 
that the febrile illness may well date the onset 
of the present attack of hyperthyroidism. 

This patient at the present time is still re- 
ceiving propylthiouracil and Lugol’s solution 
so that the definitive therapy has not yet been 
decided upon. I should like to stress the fact 
that in treating patients with hyperthyroidism, 
patience is extremely important, and as it is 
necessary sometimes to treat these patients with 
an antithyroid drug such as propylthiouracil 
and Lugol’s solution, for very long periods of 
time before definitive therapy may be under- 
taken. One should always treat these patients 
for a sufficient length of time so that they are 
completely “euthyroid” for a period, before 
definitive measures such as surgery, or the 
administration of therapeutic I-131 is under- 
taken. 

However, this patient is presented this 
morning as an instance of sinus tachycardia 
which did not respond to any of the usual 
measures and was found to be associated with 
hyperthyroidism of an unusual character. 

Dr. LonG: I would like to stress the point 
that Dr. Kydd made about the psychological 
factor of this disease, because prior to 1923 
in the middle west, we were able to watch the 
natural history of this disease evolve before 
treatment by surgery was attempted. I would 
like to have Dr. Dock discuss these days for 
a moment. If my recollection serves me cor- 
rectly it was Dr. Sturgis at Peter Bent Brigham 
Hospital about the time Dr. Dock was there, 
who first introduced the use of Lugol’s solution 
in this country for quieting down these patients 
with hyperthyroidism, so that they could be 
operated upon more easily. I think the original 
work was done in Germany. 

Dr. Dock: Dr. Plummer was the first one 
to introduce it to the Mayo Clinic. Dr. Sturgis 
did a very scientific study, daily BMR’s and 
so on. Niser was the first one in Germany who 
flaunted Koeher’s law, which was that if a 
patient got better on iodine they didn’t have 
Graves Disease. This law laid down by a very 
good thyroid surgeon had prevented doctors 
for forty years from giving any iodine to any- 
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body suspected of Graves Disease, and Niser 
was the fellow to have tried out this thing, 
and then Plummer showed conclusively it was 
very valuable pre-operative therapy at the 
Mayo Clinic. Most of Sturgis’ patients were 
treated pre-operatively with Lugol’s solution. 
Any iodine would do. 

Dr. Lone: I note Doctor Dock that you saw 
this patient, you have a note in the record. 

Dr. Dock: When I saw her the interesting 
thing was everyone was quite worried about 
her. She had been given hexamethonium, a 
sympathetic blocking agent which is given to 
patients in a thyroid crisis who are going into 
circulatory failure. It was pretty clear that 
although she had tachycardia she was not going 
into circulatory failure. She was not sweating, 
which is a striking manifestation of a peripheral 
circulatory disturbance and her extremities 
were warm but not wet, and I was not even 
sure that she had hyperthyroidism at that time. 
She obviously had a recent intercurrent infec- 
tion, and had been badly upset psychologically 
by this experience, and while I knew that she 
probably was hyperthyroid, and could have 
been treated as such, I wouldn’t have been sur- 
prised if she cooled off completely, and cleared 
up completely, and turned out to be a patient 
who was in the upper range of normal thyroid 
function, and had a post infectious psychogenic 
episode. 

Dr. LonG: Are there any other questions 
or comments? 

Dr. CARTER: I think we can say we don’t 
understand anything about how reserpine 
works as far as the physiology of the thyroid 
is concerned. It has been reported by in the 
foreign literature as being effective. I’ve had 
no personal experience. So far as cortisone 
goes, I have seen very few cases of “storm” 
in thyroid. Reserpine has been reported to be 
effective in those patients. 

Dr. Lona: I can’t help but think back about 
the psychogenic nature of this disease and of 
the ability of certain surgeons who are now 
deceased, to predict what would happen to a 
patient with hyperthyroidism, relative to the 
time they would quiet down, or what the sur- 


36) 


bl 4 
7 


geons called “would burn out,” so that they 
could operate upon them. I am sure Dr. Dock 
remembers some of those individuals. Dr. Dean 
Lewis, who was Professor of Surgery at Hop- 
kins twenty years ago, was extremely expert 
in this. I remember him coming in to see a 
patient in whom Lugol’s solution had failed 
to control the disease at all, so that operation 
would be possible. He looked at the patient, 
listened to the patient’s heart, and then looked 
at the patient again. He turned around to his 
chief resident, and said, “Campbell, put her 
down in your notebook, we’ll do her in Octo- 


ber.” This was in the middle of July and, 
believe it or not around the first of October 
she began to quiet down, her basal metabolism 
came down, her pulse slowed and on the 
twenty-fifth of October Dr. Lewis operated on 
the patient. She did very well. None of us 
could ever understand Dr. Lewis’ ability in 
prognosticating in this disease. He rarely 
missed hitting the mark several months in 
advance as to when this patient would be ready 
for operation. But I guess that is because in 
his life span he had a great many patients with 
hyperthyroidism. 


VALUE OF PATCH TESTS IN DERMATOLOGY 


“Patch tests to chemicals and to oleoresins are carried out 
on 110 and 56 patients respectively, after their partial re- 
covery from extensive ‘autosensitization dermatitis.’ 

Reactions obtained to chemicals in 69 patients were usually 
eczematoid or folliculoporal. Reactions to oleoresins in 16 
patients were erythematous, edematous, and, at times, 


vesicular. 


Serial biopsy in patients with folliculoporal reactions 
showed that the primary reaction is dermal, with secondary 
folliculoporal epidermal vesiculation, which was interpreted 
as fundamentally dermal in origin. 

Folliculoporal reactions were found most frequently in 


patients with functional dermatitis. 


One nonfollicular re- 


action in a patient with neurodermatitis revealed, on biopsy, 
pronounced dermal but no epidermal reaction to the oleo- 


resins of poison oak. 


Folliculoporal reactions to metals may result from the 
type of patient—dermally but not epidermally allergic—as 
seen predominantly with functional dermatitis. 

Recurrent dermatitis after removal from industrial contact 
with chromates may be functional in nature. 

Further biopsies on patients with apparently epidermal 
allergy may reveal that the site of reaction is in the dermis 


rather in the epidermis.” 


S. WILLIAM BECKER & MICHAEL PATRICK O'BRIEN 
Arch. of Dermatology (1959), Vol. 79, No. 5, Pp. 124, 125, 576, 577 
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Clinical Pathological 
Conference 


MONTEFIORE HOSPITAL, New York City 


D. H. M. ZIMMERMAN: We 


have a rather long case for this afternoon’s 
discussion, and you will note from the clinical 
abstract that there are a number of unusual 
features. For this reason we would like to 
request that you hold your questions until the 
case is fully presented. We will try to allow, 
at the end of the hour, 5 or 10 minutes for 
questions which you may still feel have been 
left unanswered. Dr. Berkowitz will now pre- 
sent the clinical history in this case. 

Dr. JESSE BERKOWITZ: This was the first 
Montefiore Hospital admission of a 67-year- 
old white male diabetic whose chief complaint 
was mental confusion. He began to manifest 
personality changes about 3-4 months prior to 
admission. 

These were characterized by absentminded- 
ness and carelessness in grooming. About one 
month prior to admission the patient’s brother, 
a physician, was notified of his progressively 
peculiar behavior and on examining him noted 
a temperature of 103°. 

The patient was immediately hospitalized at 
New York Infirmary where he ran an unrelent- 
ing febrile course, up to 106°, for one month; 
an extensive work-up failed to supply any 
explanation for the patient’s clinical course. 
After the first week at the Infirmary, the patient 
became completely disoriented and it was noted 
there was weakness of the right hand (patient 
was normally right-handed). 
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Persistent Fever 

The patient also developed hyperesthesia of 
both lower extremities and these were felt to 
be on the basis of a nutritional deficiency, 
for which the patient was given thiamine. 
Initially the fever responded to penicillin and 
streptomycin, but after 1-2 weeks it again 
mounted and urinary urgency and frequency 
developed. A urine culture revealed Staph. 
albus sensitive to Albamycin, penicillin, Neo- 
mycin, Furadantin and carbomycin. In spite of 
antibiotic therapy the fever persisted. Approx- 
imately 24-48 hours before transfer to Monte- 
fiore Hospital, the patient developed tremor of 
the right hand and lips as well as hypertonicity 
of the right upper extremity. During the month 
at New York Infirmary he developed moderate 
hepatosplenomegaly. 


Infirmary Report 

Reports of pertinent laboratory findings re- 
ceived from New York Infirmary: October 22, 
1957, Hgb. 8.1 gm; WBC 5,300; polys 57, 
stabs 5, lymphs 20, monos 10. Urinalysis: 
color, yellow; sp. gr. 1.015; reaction, acid; 
albumin 2+; sugar, trace; few uric acid crys- 
tals; WBC, 2-4/HPF; RBC, a few/HPF. FBS 
ranged between 133 and 430. BUN 18.0 mg, 
37 mg. and 21.4 mg. 

Electrolytes on Oct. 28: Cl 102, Na 129, 
K 4.6, CO, 25; on Nov. 16: Cl 78.5, Na 123, 
K 5.0. Phosphorus 4.2. Alk. ph’tase 4.6 


363 


| 
| 


Bodansky units, acid ph’tase 0.9. Total pro- 
tein: 5.4 gm/100 cc; albumin 3.2 gm/100 cc; 
globulin 2.2 gm/100 cc. Bilirubin 0.9 mg/100 
ce. Thymol turbidity 5.5. Cephalin floc. 4+. 
Stool culture negative. Blood cultures nega- 
tive. Febrile agglutination tests negative. L. E. 
preparations negative. Concentrated smears of 
urine negative for acid-fast organisms. Stools 
negative for occult blood. Proctoscopic exam- 
ination negative. 

X-rays: chest, barium enema and G. I. series 
negative. Intravenous pyelography: nephro- 
lithiasis on the left with bifid pelvis and two 
ureters on the left. EKG normal. 


Physical 


Examination on admission to Montefiore 
Hospital: BP 140/ 70, P 106/min and regular, 
R 22/min and shallow. The patient was thin, 
pale, emaciated, white male in his late 60's 
who was completely disoriented as to time, 
place and person. Tremor of the lips was noted. 
Skin was warm and dry; no icterus noted. 
Tongue was dry and covered with grayish- 
brown coat. No masses were present in the 
neck and there was no adenopathy. 

Lungs were clear. Heart was not enlarged; 
regular rate; systolic murmur heard over entire 
precordium. Liver was down 1 finger’s breadth 
from right costal margin and the spleen was 
down 2 fingers’ breadth from the left costal 
margin. Neurologic Exam.: 1) moderate 
nuchal rigidity 2) slight tremors of both hands 
and lips, bilateral grasp reflex of hands 3) 
questionably increased muscle tone on the left 
4) fundi and cranial nerves normal 5) no loss 
of pinprick sensation or touch 6) good move- 
ment in all extremities 7) no asymmetry of 
reflexes and no pathologic reflexes 8) disorien- 
tation and restlessness 9) incontinence. 

Het. 27.5%; Hgb. 9.0; RBC 3,000,000; 
WBC 5,000. FBS 318. Bun 25.4. Na 137, 
K 5.0, CO, 33.7, Cl 87.2, Ca 8.5, phosphorus 
4.3 units. Ceph. floc. 4+. Bilirubin 0.66. 
Thymol turbidity 12.0. Total protein 6.5, albu- 
min 2.5, globulin 4.0. Cerebrospinal fluid 
showed no increase in pressure; cells 0; sugar 
191 mg %; protein 22 mg %; no growth on 
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Urinalysis: reaction acid, sp. gr. 
1.018, albumin 2+, sugar 2+, acetone nega- 
tive, many bacteria, RBC and WBC. EKG: 
low voltage. EEG: a diffuse dysrhythmia of 
moderate severity compatible with diffuse 
cerebral disease. 


Course 


The patient ran a continuous febrile course 
ranging from 101-103°. On the second hos- 
pital day a call was received from the labora- 
tory that the serum precipitated on dilution 
with water. Serum was placed in the refrig- 
erator for 48 hours and no precipitate was 
obtained. On the fourth hospital day a left 
carotid angiogram was performed and the 
patient tolerated the procedure. On the sev- 
enth hospital day an operation was performed, 
the results of which will be presented later. 

Dr. ZIMMERMAN: We will show the x-ray 
findings in the course of the discussion of this 

Dr. HAROLD RIFKIN: In essence we are 
confronted with a problem in differential diag- 
nosis of an illness which apparently began 
rather abruptly in this 67-year-old diabetic 
white male. The presenting problems were 
fever, weight loss and symptoms and signs sug- 
gestive of an organic mental disorder. In the 
course of investigation, hepatosplenomegaly 
without significant lymphadenopathy was ob- 
served. The laboratory studies revealed a 
severe anemia, albuminuria, microscopic hem- 
aturia and pyuria, a positive urine culture for 
Staph. albus, and an elevated cephalin floccu- 
lation and thymol turbidity in the presence of 
a normal serum bilirubin and alkaline phos- 
phatase. The patient was treated with a variety 
of antibiotics and antibacterial agents, but to 
no avail. It was the opinion of both the attend- 
ing neurologist and neurosurgeon that the or- 
ganic mental disorder was probably a mani- 
festation of a systemic disease process, and 
since cerebral angiography excluded a mass 
lesion, it was felt that further neurologic inves- 
tigation was not indicated. 

Before continuing, I wonder if Dr. Jacobson 
would let us review the films? 
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FIG. |. Interfascicular 


myeloma cell 


infiltrate in 


right popliteal nerve. Hematoxylin-eosin stain; X370. 


X-Ray 

Dr. HAROLD Jacosson: Films of the skull 
show considerable thinning of the dorsum 
sellae which may be consistent with the age of 
the patient. There are radiolucent defects 
throughout the skull which appear to be vas- 
cular. The bones of the calvarium show slight 
osteoporosis which is generalized. There are 
no lesions that can be identified as due to 
multiple myeloma or metastatic disease. There 
is no evidence of increased intracranial pres- 
sure or abnormal intra-cranial calcifications. 
The petrous pyramids show an increase in 
density on the right, suggesting an old petro- 
sitis, while the left is grossly normal. 

A film of the chest taken supine shows an 
increase in interstitial structures with no evi- 
dence of an active infiltrate in the lungs. Dia- 
phragm normal. The heart is not enlarged but 
there is slight uncoiling of the thoracic aorta. 

The shoulder girdles in the chest examina- 
tion show generalized osteoporosis, again con- 
sistent with the age of the patient. 

A left-sided cerebral angiogram demon- 
strates a slight shift of the anterior cerebral 
artery to the right, but it then courses back 
normally in its mid-portion. There is some 
tortuosity of the vessels, suggesting arterioscle- 
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rotic changes. In several of the frontal plane 
roentgenograms, there is a distinct space be- 
tween the inner table of the skull and the 
outer margin of the vascularized brain seg- 
ment in the pari¢tal area, which brings to mind 
the possibility of an extra-cerebral collection of 
fluid, such as is sometimes seen in a subdural 
hematoma. The possibility of brain atrophy 
being implicated in such a finding is to be 
considered. In the lateral views, aside from 
tortuosity of the vessels indicating arterioscle- 
rotic change, no abnormality is noted. There 
is no evidence of a brain tumor. 

Dr. RIFKIN: The problem then is to deter- 
mine the nature of this patient’s illness. The 
initial possibility is that there is a combination 
of contributing factors. It is conceivable that 
this diabetic patient had an active cystopye- 
lonephritis in association with arterio- and 
arteriolar-nephrosclerosis and that these condi- 
tions were responsible for the urinary findings 
and azotemia. The organic mental disorder 
could then be ascribed to generalized cerebral 
arteriosclerosis. The hepatosplenomegaly and 
anemia, however, still remain to be explained. 

Furthermore, the acuteness of the onset of 
this patient’s illness, the lack of response of 
his fever to appropriate antibiotics, and the 
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rapidly developing course of events makes us 
consider other possibilities more seriously. Sub- 
acute bacterial endocarditis with multiple em- 
bolization to the liver, spleen, kidney and brain 
is considered, particularly in the presence of 
unremitting fever, a systolic murmur, splen- 
omegaly and abnormal urinary findings. Re- 
peated blood cultures, however, were negative. 
This certainly does not exclude subacute bac- 
terial endocarditis, and we haven’t the benefit 
of observing the clinical response to massive 
combined antibiotic therapy. 

Consideration is given to a diffuse viral, 
bacterial or rickettsial, or parasitic disease, 
with or without a complicating encephalitis. 
The persistently negative blood cultures, the 
normal cerebrospinal fluid and the negative 
studies for febrile agglutinins militate some- 
what against these possibilities. Diffuse granu- 
lomatous diseases are considered, but there is 
really no available evidence from the protocol 
to consider these too seriously. 

The negative chest film, the negative cultures 
of the urine and spinal fluid for acid-fast bacilli 
are somewhat against miliary tuberculosis. 
Sarcoidosis appears to be excluded in the pres- 
ence of a normal chest film ana positive tuber- 
culin skin tests. Systemic torulosis is consid- 
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FIG. 2. Myeloma cell infiltrate in left popliteal nerve. Note 
destruction of myelin sheaths. Spielmeyer stain; X100. 


ered, but the negative spinal fluid is not com- 
patible. 

Other mycotic diseases, such as coccidioido- 
mycosis, blastomycosis and histoplasmosis are 
excluded by the fact that the patient has re- 
sided in New York City constantly in the last 
35 years. The group of diffuse collagen dis- 
eases always enter in a discussion of this type 
of systemic illness. Diffuse systemic lupus ery- 
thematosus is a rare bird in elderly male pa- 
tients. The lupus preparations were persistently 
negative. 

There is no clinical evidence to suggest 
scleroderma or dermatomyositis. One always 
considers periarteritis nodosa, and a skin and 
muscle biopsy might have been illuminating. 
Amyloidosis, particularly the primary type, can 
produce this clinical picture, but again, there 
is no objective evidence. A gingival biopsy 
might have been helpful. 

This patient had a thorough radiologic in- 
vestigation and no primary neoplasm was 
found. This does not exclude widespread dis- 
semination from a small primary neoplastic 
focus in areas such as the kidney, pancreas, 
prostate or lungs. The lymphomas and leuke- 
mias are excellent possibilities. The initial bone 
marrow studies at another institution were re- 
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ported as being normal. The absence of lym- 
phadenopathy militates somewhat against dif- 
fuse lymphoma. 


Strong Clue 


The first real clue was the demonstration 
that the serum precipitated on dilution with 
water. This has been described in conditions 
characterized by hyper-gammaglobulinemia or 
macro-globulinemia. Accordingly, chemical 
and electrophoretic studies of the serum pro- 
teins were performed and these confirmed the 
findings of increased serum gamma globulin 
with a peak supposedly characteristic of mul- 
tiple myeloma. A bone marrow puncture was 
performed. This is the operation referred to in 
the clinical history, and this study revealed 
findings which are described by Dr. Spaet as 
compatible with, but not diagnostic of, mye- 
loma. I should like to ask Dr. Spaet if he 
would elaborate on this point and also if he 
would describe the bone marrow findings in 
patients with macroglobulinemia. I wonder 
also if Dr. Sachs would care to tell usa little 
about the protein abnormalities in multiple 
myeloma and the significance of the abnormal 
lipid and carbohydrate - protein complexes 
which he originally noted in this disease. I 
trust he will also give us some information 
concerning the incidence of Bence Jones albu- 
minuria in this and related diseases, and per- 
haps a word or two about the newer immuno- 
chemical studies in myeloma. 

Dr. SPAET: We base the bone marrow diag- 
nosis of multiple myeloma on two main criteria: 
1) Sheets of plasma cells which infiltrate and 
displace normal elements 2) The presence of 
many primitive and bizarre plasma cells. 


Diagnosis 

Increased plasma cells are not in themselves 
adequate for diagnostic purposes, since striking 
marrow plasmacytosis may be present with a 
variety of conditions when there is elevation of 
the serum gamma globulin. Cirrhosis of the 
liver, rheumatoid arthritis, and certain allergic 
disorders are examples of conditions in which 
there is “reactive” marrow plasmacytosis. 
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In our patient today, there was a moderate 
increase in plasma cells, occasional small nests 
were seen, and a few of the cells appeared 
primitive or atypical. This type of marrow is 
most difficult to interpret. However, the typ- 
ical serum electrophoretic pattern combined 
with the marrow picture makes the diagnosis 
of multiple myeloma. 

In idiopathic macroglobulinemia, some of 
the patients show clear-cut myeloma patterns. 
Others show a marked marrow lymphocytosis 
in which these cells may seem to be infiltrating 
normal tissue. A few patients have somewhat 
abnormal marrows with no clear diagnostic 
picture. 

Dr. Sacus: The characteristic protein 
change in myeloma consists of a discrete, homo- 
geneous increase in abnormal globulin which 
has the electrophoretic mobility of gamma or 
beta globulin. The myeloma globulin occasion- 
ally migrates electrophoretically between gam- 
ma and beta, and, rarely, has the mobility of 
alpha globulin. The normal concertration of 
gamma globulin, as we measure it by densi- 
tometry or elution after paper electrophoresis, 
is approximately 20% of the total protein or 
1.5 grams %. In myeloma, gamma globulin 
may be as high as 60% of the serum protein 
or 7 grams %. 

In 1954, we described an abnormal carbo- 
hydrate and lipid staining band in 11 patients 
with multiple myeloma. We have since ex- 
tended our studies to include 56 patients with 
this disorder. We found that the abnormal 
myeloma globulin was invariably associated 
with abnormal protein-bound carbohydrate as 
determined by electrophoresis. When this 
electrophoretic abnormality was present, chem- 
ically determined total polysaccharides and/or 
glucosamine were increased in the serum. 


Protein 


Further studies on the abnormal lipid stain- 
ing band have shown that this band is related 
to the absolute amount of globulin protein 
present rather than to associated lipid. When 
lipid partitions are performed on the sera of 
patients with myeloma, the lipids are found to 
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be low in many, particularly the cholesterol 
values. 

Regarding Bence Jones proteinuria, when 
the urines of patients with myeloma are exam- 
ined by paper electrophoresis after dialysis, the 
majority of them show a discrete abnormal pro- 
tein band. Most of these proteins give positive 
heat-lability tests. It is now believed that 
Bence Jones protein is not derived from serum 
or tissue proteins and participates in an entirely 
different metabolic pool. 

Dr. Korngold has used an agar diffusion 
technic in his immunochemical studies of mul- 
tiple myeloma serum and urine proteins. From 
these and other immunochemical studies we 
have learned that all abnoral serum and urine 
proteins are related to normal gamma globu- 
lin. We have also learned that no two myeloma 
globulins are identical to each other or to nor- 
mal gamma globulin. It may even develop 
that the abnormal globulin in a given myeloma 
patient is as characteristic as a fingerprint. 

Dr. ZIMMERMAN: Dr. Rifkin, would you 
care to close your discussion? 

Dr. RIFKIN: I would conclude, therefore, 
that the patient probably had multiple myeloma, 
and in view of the bizarre neurologic and 
psychiatric findings, that there was extensive 
involvement of the central and peripheral ner- 
vous system by myeloma. 


Autopsy 


Dr. ZIMMERMAN: ‘hank you, Dr. Rifkin. 
We will now have Dr. Kandzie summarize for 
us the findings he obtained on postmortem 
examination. 

Dr. GEORGE KANDZIE: The body was well 
developed but emaciated. The heart weighed 
only 280 grams. All epicardial and endocardial 
surfaces were smooth, and there were no val- 
vular lesions. The coronary vessels, likewise, 
were unremarkable. The lungs were volumi- 
nous, noncrepitant and heavy (combined 
weight, 1725 grams). Microscopic study re- 
vealed extensive infiltration of the pulmonary 
septa and numerous alveoli with myeloma cells 
—both of the plasma cell and large mono- 
nuclear varieties. In addition, megakaryocytes 
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were observed in the capillaries of the alveolar 
walls. 

The spleen was quite large, weighing 420 
grams, and contained numerous myeloma cells 
in the sinusoids. Neither subcutaneous nor 
mesenteric lymph nodes were enlarged. Each 
kidney weighed 160 grams. Whereas the right 
kidney was entirely normal on gross inspection 
and microscopically, the left was finely scarred 
diffusely and had several broad scars as well. 
The pelvis and calyces of this kidney were 
dilated and lined by thickened mucosa. 

Three small black calculi were found in a 
calyx of the upper pole. Three parathyroid 
glands were identified macroscopically and 
were found to be normal on microscopic exam- 
ination. The calvarium, sternum, ribs, verte- 
brae and iliac bones were examined in detail. 
None of these disclosed cystic changes to the 
naked eye, but on microscopic examination the 
marrow of all was diffusely infiltrated by 
clumps of tumor cells. Some of these had 
large, hyperchromatic, bizarre nuclei; others 
were typical plasma cells. There was a general- 
ized reduction in hematopoiesis but megakary- 
ocytes were still fairly numerous. 

This was a complete autopsy, and Dr. Bar- 
ron will describe the findings in the nervous 
system. 

Dr. Kevin D. BARRON: Except for mild 
opacification of the cerebral leptomeninges and 
slight dilatation of the anterior horns of the 
lateral ventricles, there were no obvious lesions 
in the brain macroscopically. The spinal cord, 
cauda equina, and the brachial plexus, medial 
and popliteal nerves were also unremarkable 
on inspection. 

Microscopic study of both the central and 
peripheral nervous systems was most reward- 
ing. Tumor cell infiltrates were present in the 
cerebral and spinal leptomeninges as well as 
in the perivascular spaces of the cortex and 
subcortical white matter. These infiltrates, con- 
sisting of myeloma cells, were especially dense 
in the basal ganglions. 

In preparations of the peripheral nerves and 
the anterior and posterior spinal roots, intra- 
mural infiltrates of small round tumor cells 
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were present in abundance. Some of these cells 
were readily identifiable as plasma cells. Where 
the neoplastic cells lie between the nerve fasci- 
culi, the myelin sheaths of these nerves are 
degenerated. Small quantities of sudanophilic 
material in phagocytes are intermixed with the 
myeloma cells. 

An additional unrelated finding of interest 
but of secondary importance was the presence 
of senile plaques in the deeper layers of both 
frontal lobes. These were demonstrable in 
special silver nitrate (Bielschowsky) prepara- 
tions which, however, failed to disclose any 
intraganglionic fibrillary changes. 

Dr. ZIMMERMAN: We have, then, a patient 
with plasma cell myeloma involving the bone 
marrow, spleen, lungs, cerebral leptomeninges, 
brain and peripheral nerves. The latter were 
partially demyelinated in consequence of the 
interfascicular tumor infiltration. 

The febrile course could well be the result 
of the nephrolithiasis and chronic pyelone- 
phritis in the left kidney. But it could also be 
due to the extensive pulmonary tumor infil- 
trates, except that these must have occurred 


late in the course in view of the negative 
roentgenographic findings in the chest. There 
is less reason to question the role of the tumor 
cells in the cerebral leptomeninges in producing 
nuchal rigidity. The tumor infiltrates in the 
cerebral parenchyma could certainly account 
for the mental confusion and the personality 
changes. But here again we have an additional 
possible explanation for these symptoms in 
the presence of senile changes (plaques) in 
the brain. 

This is the first case to my knowledge of 
peripheral neuropathy produced by myeloma 
infiltrates within nerve fibers. Whereas peri- 
pheral nerve demyelination in cases of multiple 
myeloma have previously been described not 
infrequently, the cause of the myelin break- 
down has been attributed either to a “toxic” 
effect on the nerve or to avitaminosis. In some 
instances it has also been shown that amy- 
loidosis secondary to myeloma was responsible 
for the neuropathy. Nearly all investigators 
have disclaimed finding myeloma cells within 
peripheral nerves as was present in this 
case. 
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V \ hen Bismarck, in the year of 


1875, introduced the law which instituted the 
“Krankenkasse,” thousands of workers hailed 
him as the true samaritan who took care of 
the needy. The government had created an 
insurance company which would take care of 
the low-paid working classes and their families 
establishing physicians’ care, medication and 
hospitalization. The physicians were also happy 
about this law because in those days the aver- 
age general practitioner would only bill his 
patients once a year, and in many rural dis- 
tricts it was customary that the patients would 
pay what they thought would be adequate as 
the physicians’ renumeration. Now the physi- 
cian thought that he no longer needed to worry 
about bills and how to compensate by scaled 
billing to the richer patients. He gladly gave 
up his privilege not to charge at all. Now the 
government would do all the worrying and 
give him more time for his patients. 

Any private insurance plans adopted by 
those belonging to the so-called low income 
group were soon dropped as it was the law to 
belong to the government insurance anyhow. 
In order to have a uniform billing system 
throughout the country physicians fees and 
fees for procedures were fixed by the govern- 
ment and tabulated in the “Preussische 
Gebuehrenordnung” (Preugo). 

Without essential changes the original sys- 
tem is still applied today. Due to the increased 
standards of living and the increased cost of 
living, the upper limit for the so-called low 
income group is set to $600 per month, which 
means that everybody who is on salary and 
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Semi-socialized Medicine 


is receiving up to $600 per month, automati- 
cally belongs to the “Krankenkasse” (all money 
comparisons in this paper are based on the 
comparative purchasing power). As the social 
dues of pay check receivers are usually taken 
out before the worker receives his check and 
as the worker has no influence on the rates 
anyhow, he soon considered them as some- 
thing inevitable and like taxes which could not 
be avoided. Therefore, he disregards them as 
deductions and started to think that the gov- 
ernmental care was free and for him exclu- 
sively. All that he has to do whenever he or 
anybody in his family feels sick is to go to 
his employer and pick up a “sick-slip” (Kran- 
kenschein) with which he can pick the physi- 
cian of his own choice and be under his med- 
ical care for three months. No money exchange 
is involved in this process of obtaining the 
slip or in going to the physician. There are no 
bills. The prescriptions are honored at the 
pharmacies for a nominal charge of twenty- 
five cents regardless of the amount of the pre- 
scription. Further advantages for the insured 
are that as long as the patient is sick, and 
therefore unable to work, all his dues to the 
insurance company will automatically be sus- 
pended. Sick pay starts on the third day of 
his sickness and, in case the sickness lasts 
longer than fourteen working days, back pay- 
ment is made for the first two days not hon- 
ored originally. Sick pay amounts up to ninety 
percent of the worker’s net income. This nat- 
urally leads to dragged out diseases in order 
to obtain the pay for the first two sick days. 
As house calls are free and physicians waiting 
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in Germany 


rooms are often overcrowded easy advantage is 
taken of this opportunity. Hospitalizations are 
sometimes a bit more troublesome as it is the 
patient’s responsibility to find an empty hos- 
pital bed and then to take the physician’s refer- 
ral slip to the hospital authorities to be admit- 
ted. Cheating is easy and hospitals are always 
crowded which produces a delay for the ad- 
mission of true emergency cases. All hospitals 
have closed staffs and the family physician is 
not permitted to treat his patients inside the 
institutions. However, the patient will be re- 
ferred back to his practitioner. The hospital 
staff is not permitted to practice outside the 
hospital. The average insured, and that means 
the majority of voters, is quite content with 
this system. He can get medical care any time 
he likes it, free of charge, and without undue 
difficulties. 

But what about the physician’s viewpoint of 
semi-socialized medicine—semi-socialized, be- 
cause everybody has theoretically the oppor- 
tunity to make private insurance arrangements. 
However, as pointed out before it would be 
lost money. An income of $600 per month is 
a substantial income in Germany. Further- 
more, opportunity is given to any employee to 
voluntarily remain within this governmental 
insurance if he raises into a higher income 
group. It therefore is easily understandable 
that eighty-six percent of the population is a 
member of this governmental insurance com- 
pany. Approximately ten percent are privately 
insured and four percent are not insured at 
all. From these figures it can be seen that the 
physician obtains his income mostly from those 
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who are insured by the “Krankenkasse” or, in 
other words, if the physician is not a very 
famous one and does not draw the ten percent 
of the privately insured patients to him, he will 
need the patients of the “Krankenkasse” to 
maintain his practice. Therefore, practically all 
general practitioners and specialists, who are 
in private practice in Germany today, are affil- 
iated with the “Krankenkasse.” The “Kranken- 
kasse” distributes appointments due to a ratio 
system which was a thousand people to one 
physician until three years ago and was 
changed to 600:1 in 1957 and attempts are 
made to create a 500:1 ratio.* As pointed out 
before a young physician is unable to settle 
down and open up his own office unless he has 
a contract with the “Krankenkasse.” In 1958 
the average age for admission to the “Krank- 
enkasse” as an affiliated doctor was forty-five 
years of age. Appointments are distributed ac- 
cording to a seniority plan in which veterans, 
refugees or the like, have preference before 
others. The needed yearly supply for physi- 
cians in all positions in Germany is approxi- 
mately thirteen hundred. The “Krankenkasse” 
admits three hundred to five hundred, but the 
output of the Medical Schools is in excess of 
three thousand. The rate of entry of refugee 
physicians from the Eastern zone into the 
Western zone amounts to approximately 
three hundred yearly. As most of these 
are elderly physicians and have been in prac- 
tice before the arbitrary division of the country 


* Figures in this article are mostly based on Aerztl. 
Mitteilungen, March 1958. 
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most of them had contracts with the govern- 
ment insurance company before which means 
that they are priviliged in obtaining these con- 
tracts again. It is, therefore, easily understand- 
able that a young physician spends many years 
in residencies before he finally is able to settle 
down as a general practitioner. The knowledge 
accumulated during these residencies is only 
of limited value to him as practically all hos- 
pitals have closed staff and even treatments at 
home are limited by insurance regulations. 

The money collected from the insured by 
the government insurance company is divided 
as follows: 

First the salaries and operational expenses 
of the “Krankenkasse” are deducted and the 
rest of the money is distributed through a key 
system to the affiliated physicians. This means 
that the first thousand sick-slips are usually 
honored at approximately one hundred percent 
of the set collective fee, the next five hundred 
slips may be honored with approximately fifty 
percent, and the following two hundred and 
fifty may drop down as low as twenty-five 
percent of the set fee. In times of epidemics as 
experienced during the flu in 1957 naturally 
less money is coming into the insurance com- 
pany as the employees are freed of paying their 
dues during their sickness. Therefore, less 
money was distributed back to the physicians 
which meant during an average increased work- 
ing load of twenty percent, approximately 
twenty percent less than the average sums were 
paid out resulting in a forty percent deficit not 
paid to the affiliated physician. As the number 
of insured increased, the operational costs and 
red tape of the insurance company also in- 
creased rapidly. While in one Western city in 
1904, six employees handled the load of a 
population of 85,000, in 1956 with a popula- 
tion of 110,000, fifty-six employees were 
needed. This naturally also diminished the net- 
pay to the affiliated physicians. 

What is actually paid out to the physician? 
Each sick-slip is honored with the amount of 
$3.50 for each three months period of taking 
care of one patient. This means that the patient 
can go to his physician or he can call him as 
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often as he desires for the amount of $3.50 
totally. This $3.50 figure is the one hundred 
percent referred to above and actually drops 
very often to an even lower figure. The fees for 
procedures carried out in the office are based 
on the “Preugo,” created about 1875 and at the 
highest have quintupled while the general cost 
of living has increased much more than that. 
Simple procedures, which are normally hon- 
ored up to $10, will be honored under the 
same flat rate of $3.50. This means that the 
procedures of a physical examination and his- 
tory, complete blood count, a cbe or a urin- 
alysis, blood pressure taking, etc., which are 
all in themselves less than ten dollars, will not 
be honored separately but will be paid within 
the flat rate. These financial arrangements have 
not encouraged the physician to do these pro- 
cedures very often, but rather skip them, or 
refer the patient to a specialist, especially as 
the referral is honored with the same $3.50. 
To make a living the physician is therefore 
obliged to have at least one thousand sick-slips 
for the quarter of the year. This is a modest 
figure because the official overhead for an 
office of a general practitioner was fifty per- 
cent in 1955. If one figures three visits per 
average sick-slip this means that the physician 
will see approximately a thousand patients 
a month. However, this figure is also much 
too low because of the peculiar set up of 
prescriptions which the physician is obliged to 
write. He is only permitted to prescribe the 
minimum amount package or the smallest bot- 
tle manufactured. Manufacturers have even 
gone beyond and issued extra small packages 
for the benefit of the “Krankenkasse.” These 
medications last from three to seven days and 
if there is any chronic disease the patient will 
have to return at a rate of once a week. This 
is especially troublesome in the older age group. 
Many of them are chronically ill and will re- 
turn week after week, month after month to 
get their prescriptions filled, and as many of 
them are retired and not working, they also 
have the time to talk to the doctor as long as 
they desire. A daily patient load of one hun- 
dred to one hundred and twenty patients is not 
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unusual. This in addition to house calls gives 
the physician barely any time for himself to 
improve or advance his studies. Journal read- 
ing is greatly neglected, but so is his family 
life. Postgraduate courses are provided but 
rarely taken, as it is the obligation of the physi- 
cian to supply his own locum tenens whom he 
has to pay out of his own pocket. 

As it is impossible to examine one hundred 
patients every day, they are just not examined. 
It is not uncommonly heard that patients— 
even with lengthy diseases — never got un- 
dressed or were thoroughly examined. There 
are, however, a few patients who begin to 
realize that they are not receiving the best 
possible medical care. They will go to a so- 
called private physician, will get their diagnosis 
but then will take their prescription to their 
“Krankenkasse” doctor who will be able to 
copy it and give the patient a free prescription 
paid by the government. 

There is virtually no cooperation between 
the “Krankenkasse” and the physician. In any 
dispute the “Krankenkasse” will always take 
the part of the patient. The physician’s hands 
are tied and he cannot complain to the patient 
because this would be criticizing the “Kranken- 
kasse” and a reason for losing his contract. 
For instance: Pregnant mothers will receive 
$50 a week during the last six weeks prior to 
delivery. This amount is partly taken from 
the eniployer and partly from State funds. It 
is the physician’s task to determine when those 
six weeks start. Especially in an obese multi- 
para it is very difficult to determine the exact 
stage of gestation and to pre-determine exactly 
the day of delivery. The patient very often 
will cheat and give an earlier date than that 
of her first missed period. Any amount paid 
out to the patient above the $300 supposed to 
be paid out will be deducted not from the 
cheating patient, but from the physician who 
was obviously unable to determine the exact 
date of birth. If, in another instance, the pa- 
tient forgets to bring in his sick-slip, and the 
doctor has given prescriptions to this patient, 
then not only the amount for the sick-slip will 
not be honored but also all money spent on 
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prescriptions will be deducted from the doc- 
tor’s income. It is the “Krankenkasse’s” argu- 
ment that it is up to the doctor to see that he 
gets his sick-slip. In practice this is not always 
possible, especially in minor emergencies, or 
if the patient has been with you for many years. 
In any event very often, sick-slips are not 
received. 

The doctor is not at all free in ordering those 
tests which he wants to order. Many physicians 
have a certain quota of x-rays. If this quota is 
surpassed, no matter how sick the next patient 
may be, that money will be deducted from the 
doctor’s income. If the doctor wants to pre- 
scribe expensive drugs (and in the mind of the 
“Krankenkasse” everything more than an as- 
pirin is expensive) and he does so without the 
specific permission of the “Krankenkasse,” 
it will then be deducted from the doctor’s in- 
come. The doctor is constantly urged to pre- 
scribe the most economical drugs which in the 
eyes of the “Krankenkasse” are the cheapest 
drugs. Steroids can therefore only be ordered 
with the written permission of the “Kranken- 
kasse.” Testosterone or other hormones are 
considered to be aphrodisiac’s and also need 
special permission. If the doctor should hap- 
pen to tell the patient that he cannot order this 
particular prescription for him, and the patient 
happens to go to the “Krankenkasse” office 
he will unvariably be told that this is not so, 
and that they will gladly give him the medica- 
tion he needs, and countersign his prescription. 
This does not help to raise the patient’s respect 
for the doctor. 

The whole system brings about a deteriora- 
tion of the morale of the patients and, there- 
fore, also finally of the physician, as he is 
helpless against the demanding patients. It is 
common for the patient to look upon the phy- 
sician as an employee. The physician has to 
fill out endless forms for the insured. He has 
to state when the patient came to him and 
when he left. He has also to state whether or 
not the patient is sick enough to stay home and 
not to go to work. Even the exact hours out 
of bed have to be specified for all his state- 
ments will be counterchecked by city employed 
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physicians. Usually between four and eight 
days after the family doctor has told the patient 
that he should stay home, the patient will re- 
ceive a postal card requiring him to go to a 
city physician to be rechecked to see whether 
or not it is still necessary for him to stay home. 
These state or city physicians are called “trust 
physicians” but actually they are distrustful 
physicians because they do not trust the judg- 
ment of the family doctor. On the other hand 
faking a disease is easy as most of the physi- 
cians do not have the time for a thorough 
examination. 

Some larger factories have adopted the sys- 
tem of giving one afternoon off per month if 
the employee should not feel well and in that 
way practice preventive medicine by sending 
him to a physician to be looked over. Soon it 
became the employee’s feeling that this free 
afternoon belongs to him and he may send his 
wife over to a physician to have the statement 


A semi-socialized system as it is being car- 
ried out in Germany appears excellent in the 
eyes of the patient. However, multiple restric- 
tions by the “Krankenkasse” on the affiliated 
physician, handicap him in the true fulfillment 
of his profession, and he will have to sacrifice 
his professional skill to comply the regulations, 
by-laws and directives of a lay organization, 
the “Krankenkasse.” He will not be able to 
render the best medical care to his patients be- 
cause he lacks the time necessary to treat 
them. He would be in deep financial trouble 
if he would spend adequate time with the pa- 
tient and try to treat him properly. Even 
though the patient does not realize this, it is 
not the best medication he is getting—but the 
cheapest. Diagnosis is often delayed as proper 
studies are either restricted or not done. Any 


Summary 


signed that he was in that physician’s office. 
The patients seem to be totally unaware of the 
unethical procedure they have adopted, be- 
cause they will threaten the physician that they 
will not bring their own or their children’s 
sick-slips to him if he does not sign the state- 
ment. Many physicians need the sick-slips. 
They may weaken and sign an obviously false 
statement. On the other hand, if the county 
medical society should learn about something 
like that it will revoke his license. 

Private insurance carriers who very often 
get only a refund of eighty percent of the bill 
will ask the physician to write out that bill for 
a one hundred and twenty percent of the fee so 
that they are able to collect the amount they 
were originally asked for without digging into 
their own pockets. The sad thing about this 
is that physicians will agree in order to keep a 
private patient. He (the patient) represents 
cash to them. 


dispute between the patient and the “Kranken- 
kasse’”’ will always be handled in favor of the 
patient. The tremendous amount of red tape 
involved with a socialized system like this one 
not only ties down the physician, and keeps 
him away from his patients, but also increases 
the cost for an inefficient system, resulting in 
constant raises in the dues, and decreases in 
the benefits to physicians. It is obvious that 
the “Krankenkasse” cannot lose out. It is the 
doctor who suffers primarily and through him 
also the patient who does not receive good 
medical care. Changes in the system cannot be 
expected as the majority of the patients are 
voters who think they are getting a good and 
cheap deal, but do not realize how cheap a 
deal it really is. 
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EDITORIALS 


PERRIN H. LONG, M.D. 


“MIRAGE OF HEALTH”—An Editorial Book Review 


Every now and then a book is published about the problem of 
health, which is illuminating because of the critical judgment of 
the author, his honesty in portraying the facts, his ability to evaluate 
health in terms of its social, political, ecological, scientific and 
medical implications, and, and this is very special, to project his own 
hopes and fears, and philosophy, into his discussions without seeming 
to pontificate on the subject of health. 

Dr. Rene J. Dubos, has done just this in his recent small volume 
entitled the Mirage of Health,* a book which should interest 
scientists, physicians, and medical students. Dr. Dubos is a member 
of the Rockefeller Institute for Medical Research and is widely 
known for his work in the field of microbiology. 

In initiating his philosophical discussion of health, the author 
explores the origin of that eternal yearning of mankind for a 
return to the Golden Age, a time when in the lore of all people 
strife, disease, and tensions did not exist and man lived on and on 
in a state of spiritual, ecological, biological, philosophical, and 
political harmony. That this yearning still exists is well evidenced 
by the over-all drive recently by many nations for a “conference 
at the summit,” in a hope that certain political, philosophical, 
ecological, and biological threats might be eliminated and at least 
the Sixties will be Golden. However, realists are still skeptical 
that decisions if any, which may be taken at the “summit,” will 
produce anything more than the “gold-plated” Sixties. 

Dr. Dubos then proceeds to discuss whether man in his develop- 
ment is progressing towards a Utopia. As health and well-being 
are major desirable items in any Arcadia, these states of man 
are carefully investigated, and Dr. Dubos trenchantly and repeatedly 
points out that while man believes that by his efforts in clean 
living, and by a proper application of an increasingly complex 
technology, ultimate health goals may be obtained. The actual 
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fact is that we are spending enormous sums 
in an attempt to buy health without succeeding 
in our aims. Why! Because man is man, 
whose “striving for ever new distant goals 
makes his fate . . . unpredictable. . . . As 
long as he continues to reach further into 
the unknown and to create for himself situa- 
tions governed by parabiological values, prob- 
lems of adaptation will endlessly arise. For 
him, certainly, fitness is more than a biologi- 
cal end; it is a state constantly to be modified 
and even sacrificed for the sake of new 
illusions and new goals.” 

The author delves deeply into the problems 
of the mutual adaptations of man and microbes. 
As he points out, “when a population — of 
plants, animals or men is exposed to a patho- 
gen with which it has had no past experience, 
exposure may bring about severe disease in 
many of its individuals.” However, adaptive 
changes are quickly brought into play to bring 
about an equilibrium between the host and the 
infecting agent. From then on, the equilibrium is 
only disturbed by marked changes in the envir- 
onment, nutrition or mood. Again and again, 
Dr. Dubos warns against assuming that mod- 
ern technical advances are all-important in the 
gains which man has made against disease. As 
he points out, in the Western world, the effects 
of disease, as evidenced by death rates, have 
been decreasing since 1845. As he says, “The 
conquest of epidemic disease was in a large 
part the result of a campaign for pure food, 
pure water, and pure air based not on a scien- 
tific doctrine but on a philosophical faith.” 
He discusses how faith in the magical power 
of drugs comes close at times to stimulating 
mass hysteria, and cites the use of the word 
“miracle” in conjunction with certain current 
drugs as evidence of this. He believes that the 
public (and many scientists) give too little 
thought to the enormous role played by the 
total environment in the type of diseases which 
are present in an area. 

In his analysis of social patterns of health 
and disease, Dr. Dubos suggests that “in the 
future . . . effective steps in prevention of 
disease may well be motivated by an emotional 
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revolt against the inadequacies of the modern 
world and will result from the search for a 
formula of life more akin to the natural pro- 
pensities of man.” Certainly, all thinking peo- 
ple will agree that a new approach to this prob- 
lem must be found since there is distinct 
evidence that despite the expenditures of mil- 
lions and millions of dollars each year on psy- 
chiatrists, mental hospitals, mental health pro- 
grams, and the ataraxics, one in four of us 
will spend some part of his life in a mental 
institution. 

The author has repeatedly commented upon 
the fact that the great savings in life have been 
accounted for by the marked decreases in in- 
fant and child mortality rates over the past 
century. The effects of this fact is “that tech- 
niques have been worked out to permit sur- 
vival of all children, and social, religious, and 
medical ethics demand that all be permitted 
to live, and reproduce their kind,” brings all 
of humanity face to face with “‘a state of affairs 
which is without precedent in the biological 
world, and which bids fair to present new 
problems to medical and social sciences in a 
not too distant future.” 

In his final chapter on “Utopias and Human 
Goals,” Dr. Dubos presents no final solutions 
to the problems he has outlined. He points out 
that Utopias imply a static situation, while as 
Sir Winston Churchill wrote, “Man has never 
sought tranquility alone, his nature drives him 
forward to fortunes which, for better or for 
worse, are different from those which it is in 
his power to pause and develop.” The author 
himself feels that as “human goals which con- 
dition social changes profoundly affect the 
physical and mental well-being of man” these 
may, in the long run, bring disaster as far as 
the health and well-being of mankind are con- 
cerned. He believes we have reached the stage 
in our development when the social aspects of 
scientific discoveries must be seriously consid- 
ered by scientists, because science is on the 
threshold of powers which are terrifying and 
threatening. One immediate example is the 
knowledge that drugs exist which permit one 
to control the will of an individual, and there 
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is evidence that mass control of the will of a 
population is possible. The scientist must have 
the insight “to develop enough wisdom and 
humane understanding to recognize that the 
acquisition of knowledge is intricately inter- 
woven with the pursuit of goals” and that 
“what is new is not necessarily good, and all 
changes even those apparently the most desir- 
able are always brought with unpredictable 
consequences.” 

In closing, Dr. Dubos so realistically points 
out that “Man cannot hope to find another 
Paradise on earth, because Paradise is a static 
concept while human life is a dynamic process. 
Man can escape danger only by renouncing 


DON’T BELIEVE 


Early in January, the Department of Health, 
Education, and Welfare put out a statement 
(without qualifications or explanations) which 
said that in 1958 the American people had 
spent $4.4 billion for drugs. This obviously 
was an amazing figure, and coming at the time 
when the hearings of the Kefauver Committee 
are making headlines, it seemed quite sensa- 
tional, and in line with what the Kefauver 
group alleged was happening relative to the 
price of drugs. Such an astounding figure 
coming from Health, Education and Welfare 
warmed the cockles of socially (and socialistic ) 
minded editorial writers and they had a field 
day. 

Thank God for one thing, however. Austin 
Smith, former Editor of the Journal of the 
American Medical Association, and the recent- 
ly elected president of the Pharmaceutical 
Association smelled a rat, and investigated. 
As he points out in a letter to the New York 
Times dated January 6, 1960. 


“The Government people responsible for 


(VOL. 88, NO. 3) MARCH 1960 


ALL YOU READ! 


adventure, by abandoning that which has given 
to the human condition its unique character 
and genius among the rest of living things.” 

All scientists, physicians, students of science 
and medicine, and those emotional breeds 
known as political and social scientists should 
read and cogitate on the Mirage of Health. 
The facts, the truths, and the philosophy ex- 
pressed in it have universal values, which must 
be understood and accounted for, if man as a 
“unique character and genius” is going to sur- 
vive the pursuit of his own goals. 


* Mirage of Health, Rene J. Dubos, New York, Harper, 
1959, P. 236 (World perspectives, V. 22). 


these figures admit they are ‘constructed’ from 
uncertain sources rather than measured. 

They tell us their $4.4 billion 1958 expen- 
diture figure for ‘drugs and medical appliances’ 
includes more than $1.1 billion for ‘medical 
appliances.’ 

They tell us that the remaining $3.3 billion 
includes ‘sundries’ — many of the items of 
merchandise kept by druggists in their stores as 
a convenience to patrons. We have tried and 
have been unable to find out from Government 
sources what the amount of ‘sundries’ is. 

These facts should refute any contention that 
drugs are the peak cost item for good 
health.” 

This brings up an important point. In our 
Government a mechanism should be available 
to penalize governmental employees who issue 
misleading statements, regardless of intent. 
This would produce more accurate press re- 
leases and would make the American people 
less suspicious of material released by govern- 
menial agencies. 
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DO YOU REMEMBER WHEN ... 
...the electrical activity of the heart was 
first studied? (Few will. It was in 1855.) 
...the first elecirocardiogram was taken? 
(Again, few will. It was done by Waller in 
1887 using a capillary electrometer.) 


: 
Remember 
Bey 


... the string galvanometer was invented? 
(In 1903 by Einthoven in Holland.) 

... Clinical cardiology began? (About 1913, 
Sir Thomas Lewis and Kraus and Nicolai.) 

...the first electrocardiographs arrived in 
this country? (A very early one was that of 


Dr. Alfred Cohn’s at the Hospital of the Rocke- 
feller Institute. ) 

... direct writing did not exist and the de- 
flections of the string of the galvanometer had 
to be photographed? 

... there were only three leads? 


Photo: United Press International 
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THE LONG AND SHORT OF IT 


From Your Editor's Reading 


An Evaluation of Continuous 
Antibiotic Therapy in Chronic Bronchitis 

“Two double-blind trials of continuous daily 
tetracycline-oleandomycin and oxytetracycline 
treatment in patients with chronic bronchitis 
were carried out during the winters 1957-8 
and 1958-9 respectively. Twenty-three patients 
were observed in the first trial and 75, including 
20 from the former, were seen in the second. 

The antibiotic-treated groups were greatly 
benefited as compared with the groups receiv- 
ing ‘dummy’ capsules. Improvement was 
judged on the basis of reduction in the number 
and severity of acute exacerbations, by eradi- 
cation of H. influenzae and pneumococcus 
from the sputum, and by statistical comparison 
of sickness in the treated as against the un- 
treated groups. 

Serial sputum examinations were of value 
in the assessment of each patient’s progress, but 
single specimens did not necessarily reflect the 
condition, since H. influenzae and the pneu- 
mococcus were not isolated from every speci- 
men. 

A significant rise in antibody titre to the 
-nfluenza viruses was demonstrated in 14 pa- 
tients during the second trial, but only 3 of 
them had clinical influenza. Subclinical infec- 
tion in the remaining 11 did not obviously 
affect their bronchitis. 

Side-effects were infrequent and not serious. 
Diarrhoea was mildly troublesome in 15 out 
of 47 patients receiving antibiotics. 

Gross disturbance of normal surface flora of 
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the respiratory and intestinal tracts was not 
evident. Antibiotic-resistant strains of coliform 
species and Staph. aureus occurred in some 
patients, mainly in those receiving antibiotics, 
but they were not significantly associated with 
clinical deterioration. 

It was found practicable to manage the 
patients on an out-patient or domiciliary basis. 
This had the advantages of a lower overall cost 
than hospital treatment, which, in any case, 
carries with it the attendant dangers of super- 
infection with antibiotic-resistant and often 
highly virulent micro-organisms. It is therefore 
preferable, should exacerbations of bronchitis 
arise, to treat them in the home rather than to 
seek immediate admission to hospital. It is 
concluded that continuous daily oxytetracy- 
cline therapy in advanced cases of chronic 
bronchitis, though apparently expensive, is less 
costly than the treatment of exacerbation of 
the disease in hospital. It is also safe and can 
be recommended as a reliable method of pre- 
venting such exacerbations.” 

J. MCC. MURDOCH, W. J. H. LECKIE, 
JEAN DOWNIE, R. H. A. SWAIN & 


J. C. GOULD 
Brit. Med. J. (1959), No. 5162, Pp. 1277-1284. 


Familial Hodgkin’s Disease 

“1. From the present study it appears that 
Hodgkin’s disease occurs in families more 
often than one might expect from chance co- 
incidence. 

2. Due to the great differences in the age 
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distribution in our series, it is hard to be pre- 
cise about the magnitude of the familial effect. 
Roughly speaking, the probability that the 
immediate relatives of a proband with Hodg- 
kin’s disease will also develop the disease is 
three times as great as the corresponding prob- 
ability for the immediate relatives of a proband 
without the disease. 

3. Familial concentration in Hodgkin’s dis- 
ease, though statistically significant, is not very 
high. In this respect, the situation in Hodg- 
kin’s disease resembles most of the instances 
of reported familial human cancer. 

4. Hodgkin’s disease apparently does not 
have a simple inheritance. From this study, 
heredity seems to play a relatively minor or 
indirect role in the etiology of Hodgkin’s 
disease. 

5. Whether the familial concentration ob- 
served here is actually the consequence of 
heredity, or of the greater environmental simi- 
larities for the members within the family can- 
not be determined. The evidence, however, 
points more to environment than to heredity. 

6. Similarities in the time of onset of Hodg- 
kin’s disease (unrelated to age) in the affected 
relatives suggest the importance of ‘infectious 
agents.’ 

7. No statistically significant differences were 
found for familial leukemia and lymphosar- 
coma.” 

DENNIS V. RAZIS, M.D., HENRY D. DIAMOND, M.D. 
& LLOYD F. CRAVER, M.D. 

Annals of Int. Med. (1959), Vol. 51, 

No. 5, Pp. 933-971. 


Prevention of Venous Thrombosis and 
Pulmonary Embolism in Injured Patients 
A trial of anticoagulant prophylaxis with 


phenindione in middle-aged and elderly 
patients with fractured necks of femur 


“A controlled clinical trial is described 
among elderly patients with fractured hips, of 
whom 150 were given phenindione (phenin- 
dione series) and 150 were not (control series). 
The patients were otherwise comparable. 

Phenindione therapy was begun soon after 
admission to hospital and was generally cor- 
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tinued until satisfactorily mobility was restored. 
Therapy was controlled by repeated estimations 
of the plasma-prothrombin time, which was 
prolonged to between two and three times 
normal. 

Such prophylaxis was found practicable and 
safe, and the fractures were pinned or nailed 
without significant hemorrhage. 

Embolism occurred in no patient =nder the 
current influence of phenindione; but in the 
control series embolism developed in 18% of 
cases and fatal embolism in 10%. The 2 cases 
of fatal embolism and 1 of minor embolism 
in the phenindione series occurred after ther- 
apy had been stopped. 

Clinical venous thrombosis occurred in 
28.7% of cases in the control series, compared 
with 2.7% of cases in the phenindione series. 

Significant or extensive thrombosis at nec- 
ropsy was found in 83% of 35 control cases 
studied compared with 14% of 21 phenindione 
cases, these 3 patients died after cessation of 
prophylaxis. In most of the phenindione series 
the whole lower venous tree was completely 
free of thrombi. 

The evidence indicates that phenindione 
effectively prevents thrombosis in veins and 
eliminates the risk of pulmonary embolism in 
patients under its influence—provided that the 
drug is given early, for sufficient time, and 
under laboratory control.” 

S. SEVITT, M.D. & 
N. G. GALLAGHER, M.B.N.U.I. 
The Lancet (1959), Vol II, No. 7110, Pp. 981-989. 


Functional Differences Between Liver 
Regions Supplied by the Hepatic Artery 
and by the Portal Vein 

“Differences in the handling of sulfobromo- 
phthalein sodium (BSP) reaching the liver have 
been claimed previously, depending upon 
whether administration was by way of the por- 
tal vein or the hepatic artery. This question 
has been investigated using S*°-labeled BSP to 
trace one of two equal simultaneous BSP doses 
(to hepatic artery and to portal vein) from 
injection site into the bile. The conditions 
under which such experiments can be inter- 
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preted have been elucidated. The resuits ob- 
tained indicate that route-determined differ- 
ences in BSP secretion are either non-existent 
or favor BSP reaching the liver in the portal 
venous blood stream. 

The efficiency of BSP removal from portal 
vein and from hepatic artery blood has been 
studied using radioiodinated serum albumin as 
an internal standard to obviate the impossi- 
bility of obtaining representative hepatic vein 
blood samples by catheterization. BSP is ex- 
tracted with an efficiency of 52 percent from 
hepatic artery blood and 47 percent from portal 
vein blood. From these two sets of results it 
is concluded that the hepatic artery, the peri- 
biliary arterial plexus which it supplies, and 
the bile ducts enmeshed by this plexus do not 
play any special role in BSP secretion into bile. 

In connection with the extraction efficiency 
studies, it was shown that blood samples from 
hepatic vein catheters contain an excessive pro- 
portion of blood originally supplied by the 
hepatic artery and that this is a genuine cath- 
eter artifact rather than the result of porta 
systemic shunts or of streamlined portal flow.” 

RALPH W. BRAUER, OTTO S. SHILL & 
JOHN S. KREBS 


The J. of Clin. Investigation (1959), 
Vol. 38, No. 12, Pp. 2202-2214. 


Imperforate Anus 


“Rectal and anal deformities which cause 
total occlusion pose special problems in diag- 
nosis and management. Three such visceral 
abnormalities in the male are the imperforate 
rectum, imperforate anus and imperforate anal 
membrane. 

The levels of occlusion of all three can be 
identified radiographically by comparing the 
gas shadows in the terminal portion of the 
bowel with fixed bony landmarks of the pelvis. 

The pubococcygeal line denotes the level of 
the imperforate rectum, the lower border of 
the ossified ischium denotes the level of the 
imperforate anus, and a point approximately 
1.0 to 2.0 cm. caudal to the ischium is the 
level of the imperforate anal membrane. 

For each of these visceral deformities, there 
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are consistent associated skeletal anomalies— 
namely, a rearrangement of the levator ani 
musculature and rudimentary sphincters. 
Having diagnosed the visceral deformity and 
knowing the skeletal anatomy conforming to 
the anomaly, the surgeon can reconstruct the 
anal canal, using to maximum advantage the 
pubo-visceral sling of the levator ani. In all 
three deformities, the newly constituted pubo- 
rectalis muscle is the chief guardian of conti- 
nence.” 
F. DOUGLAS STEPHENS, M.S., F.R.A.C.S. 


The Med. J. of Australia (1959), 
Vol. II, No. 22, Pp. 803-805. 


Eosinophil Leucocytes in Ulcerative Colitis 


“In each of twelve patients with ulcerative 
colitis in remission the eosinophil count was 
normal; whereas of twelve patients with ulcera- 
tive colitis in relapse, nine had eosinophilia. 

Serial counts during passage from remission 
to relapse showed that a rise in the eosinophil 
count preceded the onset of symptoms. 

Treatment of an attack of ulcerative colitis 
by corticosteroid therapy is accompanied by 
loss of eosinophilia only when the treatment 
proves effective.” 

P. M. RIISAGER & B. A. OXON 
The Lancet (1959), Vol. II, No. 7110, Pp. 1008-1009. 


The Diagnosis and Classification of 
Mediastinal Masses 


‘“Mediastinal masses may be neoplastic or 
non-neoplastic. The neoplasms may be benign 
or malignant, and are dangerous, especially 
when undiagnosed. Because of the close con- 
tact of vital structures in the mediastinum, 
threatening complications can occur, and the 
possibility of malignancy is always present with 
a mediastinal tumor. Of the entire group of 
782 cases, 42% were histologically malignant, 
and many others were life endangering because 
of size or position. The mediastinal tumors 
must be differentiated—and usually can be— 
with the use of modern diagnostic aids. The 
scalene node biopsy and angiocardiography are 
two essential diagnostic procedures, and their 
use may prevent needless exploratory thorac- 
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otomy. Angiocardiography gives information 
about the feasibility of operation, or, in fact, 
evidence to contraindicate an operation. 
Thoracotomy is mandatory, and should not 
be delayed when other methods cannot estab- 
lish the diagnosis. Thoracotomy has a low case 
fatality rate, offers cure in benign lesions, and 
gives accurate information on the histologic 
nature and the gross involvement by the tumor. 
This permits intelligent management and pro- 
vides valuable information for prognosis.” 
HAROLD A. LYONS, F.A.C.P., 
GEORGE L. CALVY, F.A.C.P., CAPT. (MC) USN, 
BILLY P. SAMMONS, M.D., LT. 
COMDR. (MC) USN 


Annals of Int. Med. (1959), Vol. 51, 
No. 5, Pp. 897-932. 


Temporal Arteritis in General Practice 


“Nine cases of temporal arteritis are re- 
ported in a medium-sized general practice dur- 
ing the period March 1953, to August 1957. 

One case was of particular interest in that 
it showed features common to both temporal 
arteritis and polyarteritis nodosa. 

Five of the cases were in women of gentle 
habits and upbringing. All were elderly. 

The proportion of patients in the district 
over 60 years of age is more than double the 
figure for the country as a whole. 

Attention is drawn to the occurrence of pho- 
topsiae in this condition than is generally recog- 
nized.” 

A. CAMERON, M.D., D.O. 
Brit. Med. J. (1959), No. 5162, Pp. 1291-1295. 


Carcinoma of the Thyroid: 
Results of Surgical Therapy 


“The surgical experience with carcinoma of 
the thyroid at The Mount Sinai Hospital of 
New York for the years 1938 to 1950 has 
been reviewed. Seventy-seven carcinomas were 
found in 2,639 partial or complete thyroidec- 
tomies. The incidence of carcinoma in non- 
toxic goiter was 6.1 percent and the incidence 
of clinically unsuspected carcinomas in appar- 
ently benign adenomas was 3.0 percent. 
Papillary and follicular carcinomas were 
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noted in all age groups but the clinically more 
malignant tumors occurred in patients more 
than 50 years of age. Anaplastic carcinomas 
were confined to older patients. 

All histologic types showed a high incidence 
of recurrence or persistence in the neck after 
operation. This recurrent disease frequently 
responded well to secondary operative proce- 
dures. Papillary carcinoma showed a prolonged 
course and a low death rate from the disease. 
Follicular adenocarcinoma of the thyroid had 
an approximately 50 per cent ten-year mortality 
from the disease. No anaplastic carcinomas 
survived for more than one year after 
operation.” 

GERSON LESNICK, M.D., SHIGEO KONDO, M.D. 

EUGENE FRIEDMAN, M.D., 
VERNON WEINSTEIN, M.D. 


Annals of Surgery ‘1959), Vol. 150, 
No. 5, Pp. 928-935. 


Mortality and Major Complications 
Following Resection for 
Carcinoma of the Large Bowel 


“1. Between the years 1947 and 1957, one 
thousand resections for carcinoma of the large 
bowel were performed with 42 postoperative 
deaths. An additional death incurred in the 
closure of 225 colostomies brings the total 
mortality for this series to 4.3 percent. 

2. These operations were performed with 
the benefit of chemo- and antibiotic therapy, 
improved anesthesia, adequate blood trans- 
fusions, and controlled fluid and salt adminis- 
tration available in the postwar era. 

3. The long intestinal tube was widely used, 
both as a prophylactic and therapeutic measure. 

4. The mortality from intra-abdominal com- 
plications due to infection was 0.7 per cent, 
five deaths resulting from generalized peritoni- 
tis, and two from localized intra-abdominal 
suppuration. Six of the above seven deaths 
occurred in poor risk patients all with ad- 
vanced local disease and two with additional 
hepatic metastasis. Three of five cases of fatal 
peritonitis were due to anastomotic leaks that 
occurred in end-to-end anastomosis between 
the ileum and left transverse colon. No such 
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complication was noted in end-to-side or side- 
to-side ileocolostomy performed under similar 
circumstances. 

5. The cases of acute peritonitis due to 
anastomotic incompetence developed between 
the sixth and eighth postoperative day with 
sudden acute perforation into the free peritoneal 
cavity accompanied by shock. The above 
clinical picture appears to be due to the 
secondary rupture of a temporarily localized 
peri-anastomotic abscess. 

6. Severe sloughing wound infections occur- 
red twice. Dehiscence of the operative wound 
occurred only twice (both in the severely in- 
fected wounds mentioned above). The use 
of buried figure-of-eight +30 stainless steel 
offers a secure method of wound closure. 

7. Intestinal obstruction was not responsible 
for any fatalities. The frequent and early 
passage of a long intestinal tube and the con- 
trolled maintenance of fluid and electrolyte 
balance were probably responsible. Three 
operations for intestinal obstruction were 
undertaken in the presence of a long intestinal 
tube and one to correct an accident resulting 
from the inflation of the tip of a Cantor tube. 

8. The systemic complications of arterio- 
sclerosis were responsible for approximately 
one-third of all deaths. Coronary artery dis- 
ease was by far the most frequent. Cerebral 
hemorrhage, arterial embolism, and nephro- 
sclerosis were less common manifestations. 

9. Postoperative exacerbation of pre-existing 
prostatic disease was responsible for two 
mortalities and considerable morbidity. 

10. In the earlier cases of this series, over- 
preparation by chemo-therapy and wide spec- 
trum antibiotics resulted in two fatalities and 
considerable morbidity because of postopera- 
tive enterocolitis. Since the relationship of 
resistant strains of staphylococci to postopera- 
tive enterocolitis has been established, the above 
treatment is much less intense and there have 
been no severe cases of enterocolitis. 

11. Deaths primarily due to postoperative 
pneumonic complications are practically neg- 
ligible, 0.10 percent. 

12. Operations undertaken after develop- 
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ment of obstructive or locaily perforative or 
septic complications were usually staged. The 
mortality in these cases, in spite of staging, was 
considerably higher than for primary resections. 
The employment of such staged procedures, 
however, probably precluded a higher mortality 
in this group.” 
LEON GINZBURG, M.D., SEELIG FREUND, M.D. 
& DAVID A. DREILING, M.D. 
Annals of Surgery (1959), Vol. 150, No. 5, 
Pp. 913-927. 


The Idiopathic High Cardiac Output State 


“Eight patients have been studied who had 
in common the following clinical features: a 
pre-cordial systolic murmur; hyperkinetic heart 
and arteries; ventricular hypertrophy by elec- 
trocardiogram; and, frequently, pulmonary 
plethora by x-ray. 

Hemodynamic observations revealed periph- 
eral vasodilatation and a persistently elevated 
cardiac output. This latter finding was con- 
firmed on 30 separate determinations including 
rest, sedation and sleep in selected patients. 
Cardiac catheterization and other pertinent 
studies failed to reveal evidence for the usual 
causes of the high output state. 

The association of a high output state with 
cardiac murmur, cardiac hyperactivity and 
hypertrophy suggests the possibility of a distinct 
clinico-physiologic syndrome.” 

RICHARD GORLIN, NORMAN BRACHFELD, 
JOHN D. TURNER, JOSEPH V. MESSER & 
EDUARDO SALAZAR 


The J. of Clin. Investigation (1959), 
Vol. 38, No. 12, Pp. 2144-2152. 


The Case Against Vasodilator Drugs 


“Certain clinical conclusions as to the value 
of vasodilator drugs in occlusive arterial dis- 
ease of the legs can be drawn from these 
blood-flow studies: 

1. Vasodilator drugs are not likely to in- 
crease blood-flow in the ischaemic foot, and 
the fall in blood-flow which often follows their 
administration could prove disastrous to the 
critically nourished foot after an acute arterial 
occlusion, or of the chronically ischaemic foot. 
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2. As vasodilators do not increase calf- 
muscle blood-flow, and often decrease it, pre- 
scribing them for intermittent claudication is 
useless. 

3. Vasodilators usually decrease blood-flow 
in a sympathectomised limb, and therefore 
should not be used in an attempt to augment 
the effect of sympathectomy. 

4. Finally, the response to a vasodilator 
drug gives no indication of the response to 
sympathectomy. Such a pre-operative test is 
valueless and may lead to a suitable patient 
being refused operation. 

Much unnecessary prescribing and expense 
would be saved if these observations were 
recognized.” 

J. A. GILLESPIE, M.D. 
The Lancet (1959), Vol. II, No. 7110, Pp. 995-997. 


Urinary Infection in the Newborn 


“A white-cell count of uncentrifuged urine 
is indicated whenever urinary infection is 
suspected in the newborn. Uncentrifuged urine 
from normal female infants contains less than 
50 white cells, and from normal male infants 
less than 25 white cells, per c.mm. 

The symptoms of urinary infection in the 
newborn are loss of weight, anorexia, and 
apathy. Fever and vomiting are occasionally 
seen. 

Treatment should be continued for six weeks. 
The children should be followed-up for a 
number of years.” 

URSULA JAMES, M.B.LOND., F.R.C.P 
The Lancet (1959), Vol. II, No. 7110, Pp. 1001-1002. 


Anti-A Haemolysin in 
Group O Blood Donors 


“A test suitable as a routine screening test 
for the detection of anti-A haemolysin in a 
group O donors is described, using the serum 
sample collected for the routine grouping and 
Wassermann testing of the donation, and using 
horse serum as a source of complement. 

In a series of 25,541 consecutive group O 
donations there was a tendency for the fre- 
quency to increase with advancing years. The 
effect of vaccines and similar injections to 
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members of the Armed Services was not 
sufficient for the frequency among them to 
increase to a significant figure. In our series 
of nearly 18,000 civilians and over 7,600 
members of H. M. Forces it was actually lower 
in the Services than among civilians. We think, 
however, that this merely reflects the prepond- 
erance of young donors at the Services 
sessions.” 

C. B. V. WALKER, M.R., CH.B., & 


H. G. DENNIS, F.I.M.L.T. 
Brit. Med. J. (1959), No. 5162, Pp. 1303-1305. 


Treatment of Bleeding Peptic Ulcer 


“1433 cases of bleeding gastric or duodenal 
ulcers were treated during three periods: 
1935-41, when all were treated conservatively; 
1941-50, when a few were operated on; and 
1951-57, when all patients over 45 with re- 
current or continued severe hemorrhage were 
operated on early. 

Apart from increasing average age from 
period to period, the three groups are com- 
parable. Despite this, the mortality-rate is de- 
creased. For patients with recurrent or con- 
tinued hemorrhage the total mortality fell 
from 16.6% and 16.9% in the first and second 
periods to 6.9% in the third period. For 
patients over 60 there was a statistically signifi- 
cant fall in the total mortality-rate—from 
32.6% to 14.9%. Improved surgical technique 
may reduce the mortality even further.” 

OLAF ROMCKE, DR. MED. & 
KAARE LIAVAAG, CAND. MED. 
The Lancet (1959), Vol. II, No. 7110, Pp. 990-991. 


The Origin and Utilization of Ammonia in 
Strangulation Obstruction 
of the Small Bowel 


“1. Ammonia levels are increased in strangu- 
lation obstruction. These increases are seen 
early in portal venous blood and peritoneal 
fluid and late in systemic circulation. 

2. The rise in ammonia levels of portal 
venous and systemic arterial and venous blood 
and peritoneal fluid can largely be prevented 
by antibiotic sterilization of the gastrointestinal 
tract prior to strangulation. 
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3. The experimental evidence suggests that 
elevated ammonia levels are not responsible 
for initiation of the shock syndrome in this 
preparation. 

4. There appears to be some correlation 
between the length of the strangulated segment 
and the terminal rise in peripheral ammonia 
levels. 

5. It is possible that elevated arterial am- 
monia levels contribute to the late cerebral 
manifestation in shock.” 

ARLIE R. MANSBERGER, JR., M.D., R. ADAMS 

COWLEY, M.D., SAMUEL P. BESSMAN, M.D., 
ROBERT W. BUXTON, M.D. 


Annals of Surgery (1959), Vol 150, No. 5, 
Pp. 880-889. 


Gastrectomy for Massive Gastrointestinal 
Haemorrhage of Unknown Cause 


“This review presents the surgeon’s view- 
point in massive gastrointestinal bleeding of 
unknown etiology. Many of this group of 
patients, whose bleeding is less severe, recover 
with medical treatment, and their subsequent 
investigation and maragement have been re- 
viewed by Avery Jones et al. 1959. Results 
suggest, however, that lack of a clear history 
of digestive upset does not preclude the exist- 
ence of a superficial ulcer, usually gasiric but 
occasionally duodenal, from which fatal bleed- 
ing will occur if gastrectomy is not undertaken. 
A subtotal gastric resection will remove the 
lesion in 75% of patients and will arrest the 
bleeding in the majority of the remainder. 
The overall mortality in this group should be 
no more than 10%. If massive bleeding con- 
tinues after gastrectomy, only reoperation is 
likely to save the patient.” 

JOHN BRUCE, C.B.E., P.R.C.S.E. & 
H. A. F. DUDLEY, CH. M. EDIN, F.R.C.S.E. 
The Lancet (1959), Vol. II, No. 7110, Pp. 992-994. 


Vaccinial Osteomyelitis 


“Vaccinial osteomyelitis is a very rare com- 
plication of vaccination against small pox. The 
clinical and radiographic features in an affected 
infant are described and compared with those 
in 4 earlier cases. 


386 


Vaccinial osteomyelitis may arise insidiously, 
with little or no systemic upset, swelling of a 
joint or temporary weakness of a limb being 
the only indication of its presence. Hence it 
may remain undiagnosed in its early stages, 
but deformity may arise later from destruction 
of epiphyseal cartilage. 

Vaccinial osteomyelitis should be considered 
in the differential diagnosis of limb weakness 
in the first or second year of life, and as a 
cause of limb shortening or deformity in early 
childhood.” 


’'W. D. ELLIOTT, M. B. EDIN., M.R.C.P.E., D.C.H. 


The Lancet (1959), Vol. II, No. 7111, Pp. 1053-1055. 


Salicylazosulfapyridine in 
Chronic Ulcerative Colitis 
“Salicylazosulfapyridine has proved to be 
an effective agent in the control of the symp- 
toms of chronic ulcerative colitis. When com- 
pared to treatment with other sulfonamide 
preparations and with general measures alone, 
treatment with this drug has seemed to be 
superior, both in respect to overall symp- 
tomatic response to therapy and in respect to 
duration of hospitalization required to produce 
a favorable response. Undesirable side-effects 
of treatment occur in about one of six patients 
treated, but these are, in the main, minor and 
transitory. Serious hematologic complications 
are rare, but blood counts should nevertheless 
be made periodically during therapy. 
Although the initial response to long-term 
treatment with large doses of ACTH or 
steroids would seem to be comparable to the 
response obtained with salicylazosulfapyridine, 
a comparison of length of hospitalization re- 
quired, complications incurred, the problem of 
withdrawal, and the rate of recurrence or re- 
lapse seems to show that the last-mentioned 
drug has a very definite advantage. 
Salicylazosulfapyridine is not the final answer 
to the treatment of chronic ulcerative colitis, 
but it has been shown to be of considerable 
usefulness in controlling the symptoms of this 
disease. Comparison with other commonly 
employed methods of therapy would seem to 
indicate that at present, when combined with 
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the basic general and supportive measures, it 

represents the treatment of choice for chronic 
ulcerative colitis.” 

CHARLES G. MOERTEL, M.D. & 

J. ARNOLD BARGEN, M.D., F.A.C.P. 


Annals of Int. Med. (1959), Vol. 51, 
No. 5, Pp. 879-889. 


The Pathogenesis of Leptospiral Jaundice 


“An analysis of the data obtained from the 
study of 235 cases of leptospirosis would in- 
dicate that there is no evidence in support of 
hemolysis as a dominant factor in the genesis 
of icterus. No relation of cause and effect of 
anemia and jaundice was evident. Severe bili- 
rubinemia appeared with unaltered red cell 
or hemoglobin values in the well hydrated 
patients. Even among the anicteric, anemia may 
be attributed to blood loss, either internal or 
external, a negative nitrogen balance, high 
fever, azotemia (most prominent among the 
icteric, but rather common among the anicte- 
ric), parasitic infestations with chronic blood 
loss, and, in some instances, frequent phlebot- 
omies for numerous laboratory examinations. 

Laboratory evidence of hepatic dysfunction 
was recorded in both the anicteric and the 
icteric: abnormal cephalin flocculation, hyper- 
bilirubinemia, urobilinogenuria, abnormal bro- 
mosulfalein test, and impairment in synthesis 
of the serum proteins and cholesterol esters. 
The most intense hepatic dysfunction occurred 
during the second week of illness, as evidenced 
by the maximal increases in bilirubin and 
the alterations in cholesterol esterification. 

It must be emphasized that there are 
generally increases of the one- and of the 30- 
minute serum bilirubin. A predominant 30- 
minute hyperbilirubinemia is occasionally ob- 
served early in the course of the disease and 
during convalescence. This phenomenon may 
be governed by either a decreased hepatic 
functional capacity or increasing loads of pig- 
ment derived from the reabsorption of tissue 
hemorrhages. It appears that the latter is of 
secondary importance in the pathogenesis of 
the jaundice in leptospirosis. Transitory biliary 
tract obstruction, possibly intrahepatic, may 


(VOL. 88, NO. 3) MARCH 1960 


be an aggravating factor in a minority of the 
icteric cases. The role of the impaired renal 
function in the maintenance of hyperbilirubi- 
nemia remains a subject for inquiry. 

Since there is no evidence to suggest that an 
increased catabolism of iron porphyrins (myo- 
globin) contributes to the development of 
jaundice, it is apparent that the most important 
governing factor in the pathogenesis of icterus 
in leptospirosis is a decreased functional capac- 
ity of the liver.” 

F. RAMOS-MORALES, M.D., 

R. S. DIAZ RIVERA, M.D., F.A.C.P., 
A. A. CINTRON-RIVERA, M.D., 

JOSE A. RULLAN, M.D., 

A. S. BENENSON, COLONEL (MC), 
JOSEFINA ACOSTA-MATIENZO, M.S. 


Annals of Int. Med. (1959), Vol. 51, No. 5, 
Pp. 861-877. 


Routine Barium Examination 
of the Smal! Bowel 


Dissatisfaction with routine barium-meal 
and follow-through examination is widespread. 
Methods vary widely, but even when a simple 
one is used (and only for patients with sus- 
pected lesions of the small bowel or ileocaecal 
region) the examination is unreliable and in- 
convenient to all concerned. 

Nevertheless, there is a place for routine 
follow-through of patients in a general hospital 
where separation of the many normal from the 
very few abnormal cases is the object. Special- 
ized techniques, some requiring intubation, are 
not suitable for this purpose, however neces- 
sary they may be for the detailed examination 
of selected cases. 

Of many methods of accelerating the passage 
of barium already described, two are given in 
detail, those of Weintraub and Williams 
(1949), and of Bendick (1954). Well- 
founded on basic principles, they have worked 
well in the hands of their originators, yet have 
not been widely adopted. 

Bendick’s use of soda-water is particularly 
useful in examination of the stomach and, when 
cooled, as an accelerator. The gains of better 
mucosal detail, and better filling of the whole 
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small bowel, with personal examination of the 
ileocaecal region—which should increase the 
chances of picking up early changes in struc- 
ture—more than make up for the loss of tran- 
sit-time observations as a guide to function. 
More reliable, such methods are also more con- 
venient. 

Of 43 cases examined personally by Ben- 
dick’s method modified to suit local conditions 
of work, over 60% were on their way home 
or back to the ward in under two hours. This 
is encouraging. Others way well be even more 
successful, to the mutual benefit of radiologist 
and patient. 

F. O. BROWN, M.A., M.B. 
The Lancet (1959) No. 7102, Vol. Il, pp. 530-533. 


Species-Specificity of Human 
Anti-Beef, Pork Insulin Serum 

1. Crystalline pork, sheep, horse, beef (two 
preparations) and beef desamido insulins and 
A and B chains of beef insulin were labeled 
with 

2. The labeled insulin preparations were 
tested directly in reactions with insulin-binding 
antibodics in human anti-beef, pork insulin 
serums and were cross reacted in various com- 
binations with unlabeled insulins of all species 
as well as with unlabeled human insulin. 

3. No differences were observed in the ex- 
tent to which the two preparations of beef 
insulin-I'** and desamido beef insulin-I'*' re- 
acted with insulin-binding antibodies or in the 
degree to which each of the unlabeled beef 
preparations competed against the binding of 
one of the I'**-labeled beef insulins. 

4. In general, beef and sheep insulins were 
bound more strongly than pork or horse insu- 
lins in both direct and cross reaction studies. 
These similarities are paralleled by known 
chemical similarities among the different animal 
species’ insulins. Human insulin cross reacted 
less strongly than did any of the animal insu- 
lins. 

5. The observed differences and similarities 
in binding of the various animal insulins sug- 
gest that the site of differences in amino acid 
sequence (residues 8 to 10 of the A chain) 
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constitutes at least part of the antigenic site 
as well as of the site of reaction with the anti- 
body. 

SOLOMON A. BERSON & 


ROSALYN S. YALOW 
The J. of Clin. Investigation (1959) 
Vol. 38, No. 11, pp. 2017-2025. 


A Comparison of the Diuretic Action 
of the Chlorothiazide Analogues 


The diuretic actions of chlorothiazide, hy- 
drochlorothiazide, and hydroflumethiazide have 
been compared in ten healthy men. 

All three drugs cause diuresis with similar 
changes in the composition of the urine except 
that hydrochlorothiazide and hydroflumethia- 
zide are effective in a smaller dose and cause 
less potassium loss and bicarbonate loss than 
chlorothiazide. 

The action of hydrochlorothiazide and hydro- 
flumethiazide is more prolonged than that of 
chlorothiazide, particularly as regards the ex- 
cretion of sodium and chloride. 

The prolonged action and the smaller effec- 
tive dose of hydrochlorothiazide and hydro- 
flumethiazide can be explained by the finding 
that chlorothiazide is less completely absorbed 
from the intestine and more rapidly eliminated 
in the urine than both hydrochlorothiazide and 
hydroflumethiazide. 

D. S. YOUNG, T. M. FORRESTER & 


T. N. MORGAN 
The Lancet (1959) No. 7106, Vol. II, pp. 765-767. 


Defective Lactose Absorption— 
Malnutrition in Infancy 

A hitherto unrecognized congenital abnor- 
mality is described which consists in the inabil- 
ity to hydrolyse lactose. It manifests itself in 
a failure to gain weight in spite of adequate 
food intake; an increased number of stools, 
flatulence, and colic. 

Inability to hydrolyse lactose can be demon- 
strated by means of lactose and glucose-plus- 
galactose absorption tests, and can be compen- 
sated by addition of non-lactose carbohydrate 
to the diet. In this way an adequate calorie 
intake is achieved which results in an imme- 
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diate gain in weight. The provision of dietary 
galactose may be desirable. 

The condition has been observed in two sib- 
lings, thus suggesting that it may be inherited. 
Since the failure to gain weight is due to lack 
of utilizable carbohydrate it is more likely to 
become obvious in breast-fed infants than in 
babies receiving dried-milk preparations which 
contain sucrose or glucose. 

A. HOLZEL, V. SCHMARZ & 


K. W. SUTCLIFFE 
The Lancet (1959) No. 7083, Vol. I, pp. 1126-1128. 


Ulcerative Colitis and Carcinoma Coli 


Among patients who have had ulcerative 
colitis for ten to twenty years, 1 in 3 develops 
carcinoma coli. An account is given of 26 
patients with this complication, of whom only 
4 survived. 

Since the cancer is highly malignant and 
difficult to diagnose, colectomy is indicated as 
a prophylactic measure. 

Relative freedom from the symptoms of 
ulcerative colitis does not imply that cancer 
will not develop. On the contrary, most of our 
patients were completely or almost symptom- 
free for several years before the appearance of 
cancer. 

The possibility of assessing radiologically the 
indications for a “cancer-preventing” colectomy 
is discussed. 

Because the cancer in most cases involves 
the upper part of the colon, colectomy and 
ileorectal anastomosis should be considered. 

HOGO ROSENQVIST, M.D., RUTGER LAGER- 
CRANTZ, M.D., HANS OHRLING, M.LIC., 


NILS EDLING, M.D. 
The Lancet (1959) No. 7079, Vol. I, pp. 906-908. 


Prevention of Stillbirth in 
Rh Haemolytic Disease 


Analysis of maternal titres of anti-Rh in 262 
consecutive cases of haemolytic disease of the 
newborn has demonstrated a correlation be- 
tween the risk of stillbirth and the antenatal 
antibody titre determined by the indirect anti- 
globulin technique. 

25-30% of mothers who have not previously 
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carned an affected baby show a critically high 
titre of anti-Rh, and in such cases the risk that 
the pregnancy will end in a dead baby is 
approximately 30%. Two out of every 3 still- 
births in .hese cases occur after the 37th week 
of the pregnancy, and it is therefore recom- 
mended that first-affected babies be delivered 
21 days before term when the mother has a 
critically high titre of anti-Rh. 

When the mother has already carried an 
affected baby the antibody titre during the 
pregnancy considered in conjunction with the 
severity of haemolytic disease in the previous 
child is of value in determining whether, and 
at what time of gestation, premature delivery 
is indicated. 

Some severely affected babies must be anti- 
cipated as the result of early delivery, and spe- 
cial facilities for nursing and transfusion are 
essential for the successful application of such 
a policy. 

GEOFFREY H. TOVEY, M.D. BRIST. 
TIMOS VALAES, DIP. MED. ATHENS, D.C.H. 
The Lancet (1959) No. 7102, Vol. II, pp. 521-524. 


Primary Intracerebral Haemorrhage 


A consecutive series of 244 cases of proven 
primary intracerebral haemorrhage is reported. 

The absence of blood in the lumbar or ven- 
tricular fluid in 20% of these cases is noted in 
relation to the difficulties of purely clinical 
diagnosis. 

The factors influencing mortality are: (1) 
the site but not the size of the lesion (capsular 
haemorrhages carrying the worst prognosis), 
(2) hypertension, which is unfavorable, and 
(3) the state of consciousness at the time of 
operation, the death-rate rising as the level of 
consciousness falls. 

The urgent use of ancillary methods of diag- 
nosis (angiography and sometimes exploratory 
burr-holes) is emphasized. 

The various methods of surgical treatment 
employed are related to the state of conscious- 
ness of the patients. 

The immediate operative mortality was 51%. 
Subsequent deaths, from various causes, raised 
the total mortality to 74%. 
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Of the 63 survivors 25 are well, and only 6 
are totally disabled. 

Various lines of research are contemplated. 
There is need for a controlled series of .cases 
treated by conservative measures. 

WYLIE MCKISSOCK, ALAN RICHARDSON & 
LAWRENCE WALSH 


The Lancet (1959) 
No. 7105. Vol. II. London, pp. 683-686. 


Oral Therapy in Diabetes 

Metahexamide is a well-tolerated hypogly- 
caemic agent, effective in mild diabetics with 
onset at maturity. Its action is more sustained 
than that of tolbutamide, so it can be admin- 
istered once daily. Jaundice was observed in 
one patient after treatment with the drug. 

Chlorpropamide is a more effective oral 
hypoglycaemic agent than tolbutamide, and 
need be given only once a day. It is well tol- 
erated, but occasionally gives rise to sensitivity 
reactions. 

Dimethyldiguanide is an effective hypogly- 
caemic agent but is not well tolerated by mouth. 

Half-life studies on metahexamide show that 
the drug disappears from the plasma more 
rapidly in normal individuals than in diabetic 
patients. 

Many diabetics, particularly new ones, re- 
main controlled by simple dietary restriction 
alone after a six-weeks course of oral therapy, 
though the length of remission is variable. 

Three diabetic patients who failed to respond 
either to a sulphonylurea derivative or to phene- 
thyldiguanide when administered separately 
were stabilized on a combination of the two. 

K. L. GRANVILLE-GROSSMAN, S. CRAWFORD, 
MARY F. CROWLEY & ARNOLD BLOOM 
Brit. Med. J. (1959). No. 5156, pp. 841-857. 


Observations on the 
Mineralizing Propensities of Urine 
“The composition of mineralized tissues in 
vertebrates consists of two phases—a mineral 
phase and a supporting organic phase, or 
matrix. These two components exist not only 
in the skeleton, but also in the calcification de- 
veloping in injured muscles, in gallstones, and 
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in renal calculi. One approach to the study of 
certain aspects of biological calcification is pro- 
vided by use of cartilage matrix from ricketic 
rats. Such matrix will mineralize in vitro pro- 
vided adequate concentrations of calcium and 
phosphorus exist in an incubation medium 
which approximates extracellular fluid in com- 
position. Substances either reducing the availa- 
bility of calcium ions or interfering with tissue 
metabolism have been shown to be inhibitory 
to this calcification in vitro. 

A series of observations has been made on 
the effect of incubating ricketic rat cartilage in 
urine from normal subjects and from subjects 
with renal calculi. Prior to incubation all 
urines were rendered isotonic, adjusted to pH 
7.4 with dilute acid or alkali, and sterilized by 
passage through porcelain filters. The urines 
from 14 subjects free of calculi failed to min- 
eralize the ricketic cartilage matrix despite the 
existing high concentrations of calcium and 
phosphorus. Four of these subjects had pre- 
viously had renal calculi, but were free of them 
at the time urines were obtained. Contrariwise, 
the urine from 21 patients with renal calculi 
did mineralize the cartilage matrix despite the 
fact that the calcium and phosphorus concen- 
trations in these urines were not greater than 
in those from the non-calculous subjects. The 
urine from one cystinuric patient receiving 
alkali and another calculous subject receiving 
salicylamid failed to mineralize the matrix. 

A number of substances which might affect 
the mineralizing propensity of these urines were 
investigated. No consistent differences were 
found in the concentrations of urea, magne- 
sium, organic acids, ionized calcium or easily 
hydrolyzable phosphates in those urines min- 
eralizing the matrix as compared with those 
that did not. 

Ultrafiltration did not change normal urine 
to one that would calcify matrix. However, 
the addition of large amounts of calcium, prior 
inoculation and incubation with proteus vul- 
garis, or acid hydrolysis of normal urines did 
alter them so that they readily mineralized the 
cartilage matrix. The addition of citrate in 
high concentration (1,000 mg. %) or meta- 
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phosphate (2 mg %) to urine from calculous 
subjects prevented matrix calcification, but 
methionine administration to such patients did 
not change the calcifying propensity of their 
urines. 


Possibly discordant results have been ob- 
tained with urines from a number of non- 
caiculous subjects who recently moved to the 
southeastern United States, an area where the 
incidence of renal calculi is high. Initial studies 
on urines from these subjects showed a failure 
of cartilage matrix calcification whereas urines 
obtained after 6 months’ residence in this area 
regularly mineralized the matrix despite no 
change in concentrations of the aforementioned 
constituents. 

As yet we have been unable to detect the 
factor, or factors, determining the calcifying 
propensity of urines studied by this technique. 
It is premature to suggest that the observations 
cited are pertinent to the genesis of renal 
stones. However, these studies have demon- 
strated a heretofore undisclosed difference in 
the urine from calculous subjects as contrasted 
to the urine from most non-calculous subjects.” 
WILLIAM C. THOMAS, JR., & JOHN E. HOWARD 


Bulletin of the Johns Hopkins Hospital (1959), 
Vol. 104, No. 4, P. 199. 


Pulmonary Artery Stenosis 


“Stenosis of the main pulmonary artery and 
of its major and more peripheral branches is 
now a well recognized entity. The occurrence 
of associated congenital cardiac lesions is less 
frequent. 

This report adds five patients with pul- 
monary artery stenosis to the twenty-eight pre- 
viously described. A study of these patients 
and review of the literature reveals some help- 
ful clues to the diagnosis, and raises important 
questions about the etiology, physiologic sig- 
nificance and treatment of this lesion. 

The clinical diagnosis of pulmonary artery 
stenosis is frequently hampered by coexistent 
cardiovascular lesions. A continuous murmur 
should make one think of the diagnosis. The 
lesion more commonly produces a systolic 
murmur which may be heard with maximal in- 
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tensity at the base of the heart severat cen- 
timeters lateral to the sternal border. 
Pulmonary artery pressure rises abruptly 


when the cardiac catheter is withdrawn through 


the narrowed segment. In the absence of pul- 
monary artery narrowing, patent ductus arteri- 
osus probably does not produce such a pres- 
sure change. The appearance of a constantly 
narrowed pulmonary artery segment on angio- 
cardiogram strengthens the diagnosis. 

Pulmonary artery stenosis probably occurs 
in most cases as a congenital anomaly. Pul- 
monary artery thrombosis or ‘natural trans- 
formation’ might result in acquired stenosis. 

The significance of the lesion depends on the 
resistance it offers to right ventricular outflow. 
A narrowing which causes a small pressure 
gradient at rest may with exercise produce sig- 
nificant right ventricular hypertension. 

In most patients, pulmonary artery stenosis 
does not cause serious hemodynamic abnor- 
malities. If these are present, however, surgical 
repair may be possible and desirable.” 

HAROLD A. SHAFTER & HARRY A. BLISS 
The Am. J. of Med. (1959) Vol. XXVI, No. 4, P. 525. 


Amphotericin B in the Treatment of 
Systemic Fungus Infections 


“1. Amphotericin B is a new polyene anti- 
fungal antibiotic with the tentative empirical 
formula of 

2. In vitro amphotericin B inhibits a wide 
variety of pathogenic and nonpathogenic fungi 
including: Blastomyces dermatitidis, Candida 
albicans, Cryptococcus neoformans, Histo- 
plasma capsulatum, and Coccidioides immitis. 

3. Amphotericin B has favorably influenced 
the course of experimental infections with Can- 
dida albicans, Cryptococcus neoformans, His- 
toplasma capsulatum, and Coccidioides im- 
mitis. 


4. Amphotericin B appears to be poorly ab- 
sorbed from the gastrointestinal tract, and the 
intravenous route appears to be the most effec- 
tive means of administering amphotericin B at 
present. 

5. We have treated 22 patients with deep 
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mycoses including coccidioidomycosis, crypto- 
coccosis, North American blastomycosis, Can- 
dida parakrusei infection of the eye, aspergillo- 


sis, and mycetoma with amphotericin B intra- . 


venously in dosages of 0.7 to 1.4 mg. per 
kilogram daily or on alternate days over 
periods of 2 weeks to 4 months. 

6. From our experience as well as that gath- 
ered from the literature, amphotericin B ap- 
pears to be of significant value in the treatment 
of the systemic mycoses including coccidioido- 
mycosis, cryptococcosis, North American blas- 
tomycosis and more recently South American 
blastomycosis, histoplasmosis, aspergillosis, 
sporotrichosis, and chromoblastomycosis, and 
warrants further detailed study and clinical 
trial. 

7. The most common manifestations of tox- 
icity have included: anorexia, nausea, vomit- 
ing, anxiety, chest pain, rising blood urea 
nitrogen, and fall in hematocrit. All manifesta- 
tions have disappeared upon temporary cessa- 
tion of therapy.” 

VICTOR D. NEWCOMER, THOMAS H. STERNBERG, 
EDWIN T. WRIGHT, & RONALD M. REISNER 


Journal of Chronic Diseases (1959) 
Vol. 9, No. 4, P. 372. 


Pulmonary Arteriovenous Shunts and 
Their Increase in Certain Disease States 


Arterial saturation changes have been re- 
corded during the performance of the Valsalva 
maneuver in 38 subjects, using a cuvette 
densitometer to give a direct and continuous 
record of oxygen saturation from arterial 
blood. 

A consistent pattern of change in saturation 
was found in patients without intracardiac 
shunts, consisting of a rise in saturation during 
the maneuver and a fall in saturation following 
release of the maneuver. In nine normal sub- 
jects, the saturation rise averaged 1.2 per cent, 
while in six of the patients with cardiac or 
pulmonary disease, saturation rises of from 3.9 
to 7.3 per cent occurred during the maneuver. 

The most probable explanation for these 
findings is that the saturation rise results from 
a decrease in blood flow through pulmonary 
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arteriovenous shunts, secondary to the hemo- 
dynamic effects of the Valsalva maneuver, and 
that those patients who showed a large rise in 
saturation had an abnormally large flow 
through such shunts at rest. The observations 
are consistent with the hypothesis that trans- 
mural pulmonary artery pressure is an impor- 
tant factor controlling flow through these 
shunts, and that an abnormally large shunt 
flow may develop in patients with chronic pul- 
monary hypertension. 

Evidence of shunt flow at rest was found in 
eight of nine normal subjects and averaged 
approximately 1 per cent of total pulmonary 
blood flow. 

In 14 patients with cardiac or pulmonary 
disease but without intracardiac shunts or signs 
of congestive heart failure, each case showed 
evidence of shunt flow at rest. The shunt was 
abnormally large in six of the 14, amounting 
to 20 per cent of total pulmonary flow in one 
subject. Two patients with congestive heart 
failure showed no change in saturation, pre- 
sumably because the Valsalva maneuver pro- 
duced no hemodynamic change in the pul- 
monary circulation. 

The arterial saturation changes seen in 12 
patients with congenital intracardiac shunts 
represented a summation of changes in shunt 
flow within the lungs and across the congenital 
defect, frequently dominated by the latter. 

ANTHONY D. JOSE & WILLIAM R. MILNOR 
The J. of Clin. Invest. Vol. 38, No. 11, P. 1915. 


Discriminate Antibiotic Prophylaxis 
in Elective Surgery 

“I. Argument against routine antibiotic pro- 
phylaxis. Proof of effectiveness is lacking. Wide- 
spread usage is wasteful. It condcaes laxity in 
practice of good surgery. It causes unnecessary 
risks of side effects. It encourages resistant bac- 
terial strains. 

II. Limiting factors in antibiotic prophy- 
laxis. It must be instituted early in the absence 
of bacterial data. No single antibiotic is uni- 
versally effective. Barrier at wound borders 
prevent antibiotic-bacterial contact. Wound 
environment may inhibit effectiveness. Bacteria 
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may inactivate antibiotic, e.g., penicillinase and 
penicillin. 

III. Hazards of indiscriminate antibiotic 
prophylaxis. Laxity in the practice of good 
aseptic techniques and prevention of cross- 
infections. Drug sensitizations and anaphylactic 
reactions. Direct drug toxicities. Superinfec- 
tions with drug resistant strains. Delayed diag- 
nosis and therapy of masked infection.” 

E. J. PULASKI 

Surg. Gyn. & Obs. (1959), Vol. 108, No. 4, P. 386. 


Amyl Nitrite in the 
Diagnosis of Systolic Murmurs 


1. Inhaled amyl nitrite causes sudden vaso- 
dilatation resulting in a rapid fall in systemic 
blood-pressure, tachycardia, and increased car- 
diac output, followed by a greatly increased 
venous return to the right heart. The maximal 
hypotensive effect usually occurs. at the end of 
a 30-seconds inhalation and persists 20-30 
seconds after withdrawal of the ampoule; 
thereafter the pulse-rate and the blood-pressure 
gradually return to normal. 

2. Left-sided regurgitant murmurs (mitral 
incompetence, ventricular septal defect, patent 
ductus arteriosus with a left-to-right shunt, and 
systemic arteriovenous fistula) became softer 
and shorter during and for some 20 seconds 
after the inhalation, the mechanism being de- 
pendent on the fall in systemic blood-pressure 
which reduced regurgitant flow. 

3. Right-sided regurgitant murmurs (tri- 
cuspid incompetence) became louder and 
longer owing to the increased venous return 
to the right heart which increased regurgitant 
flow. 

4. Left and right sided ejection murmurs, 
with the important exception of Fallot’s tet- 
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ralogy, increased in loudness because of in- 
creased forward flow. The intensification was 
greater and more sustained when the murmur 
was due to stenosis as opposed to increased 
flow without stenosis. 

5. The chief value of the test was in the 
differential diagnosis of ventricular septal de- 
fect from pulmonary stenosis; pulmonary 
stenosis from mild or acyanotic Fallot’s tet- 
ralogy; atypical patent ductus from other pul- 
monary systolic murmurs; aortic stenosis from 
mitral incompetence; and mitral incompetence 
from tricuspid incompetence, and in assessing 
whether a mitral or tricuspid systolic murmur 
was due to organic valve disease or not. 

6. The test is simple and harmless and can 
be of great help in bedside diagnosis. 

L. VOGELPOEL. M. NELLEN, A. SWANEPOEL 
and V. SCHRIRE 
The Lancet (1959) No. 7107, Vol. Il, P. 81. 


Chelating Agents in the 
Therapy of Beryllium Poisoning 
“Trisodium monohydrogen EDTA, a poly- 
amino carboxylic chelating agent, was used in 
an attempt to increase the renal excretion of 
beryllium in 2 cases of chronic beryllium pneu- 
monoconiosis. It was found that, within the 
limits of the study, this agent enhanced the 
renal excretion of beryllium. Calcium EDTA 
was found to have a similar effect. A discussion 
of the nature of chelation, its theoretical appli- 
cation and its therapeutic implications in the 
treatment of beryllium pneumonoconiosis is 
presented.” 
RALPH CASH, REUBEN I. SHAPIRO, 
STANLEY H. LEVY, SCOVELL M. HOPKINS 
N. Eng. J. of Med. (1959), Vol. 260, No. 14, P. 686. 
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then. 


\ Vinat can you expect from a 


group practice, professionally and economical- 
ly? What are its advantages and disadvan- 
tages? 

Three years ago these were all-important 
questions to me, for I had decided to join a 
group. Thought I got advice from older doc- 
tors and read a number of journal articles 
about groups, I realized that there were some 
questions only experience can answer. 

My experience may not be typical for ours 
is small as groups go, not one of those highly 
organized clinics that you read so much about. 
Articles dealing with such large groups were 
all I could find when I tried to bone up on 
the subject. At that time I was fresh out of 
the army, eager to try my hand at private 
practice. 


Trial Period 


From a friend I learned that this particular 
group was looking for a surgeon and I went 
for an interview. I liked what I saw and we 
mutually agreed to a six months’ trial. If I 
wasn’t happy with the setup at the end of that 
period I could simply walk out. And if my 
colleagues were dissatisfied with me or my 
work, well, that was it. I think such agree- 
ments are pretty much the rule for a new 
man joining a group. 

The trial period proved valuable to me. It 
gave me answers to a number of questions 
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My Three Years in 


This young surgeon knew little about group practice when 
he became the fourth man in an established group. But 
that was three years ago, and he’s learned a lot since 
Here’s 


frank appraisal of his experience. 


and put me on firm ground when it came time 
to sign a contract. But more about that later. 

Our group is located in a town along the 
eastern seaboard. It’s about 100 miles from 
New York City, in an area of farms, villages 
and large summer estates. The summer resi- 
dents and vacationers make the months from 
July to September our busiest time. But things 
are never really slow any time of the year. 


Facilities 

Before I joined, the group was composed 
of three men: a board internist, a GP who 
specialized in ob-gyn, and another GP. They 
had been together as a group for about ten 
years. 

Our medical building is in the center of 
town, a sprawling converted residence. There 
is a large waiting room, a private consultation 
room for each man, three treatment rooms, an 
X-ray room, a small darkroom, and a lab. One 
day a week we have the services of a radiolo- 
gist. He does the complex x-ray procedures 
and provides written reports on all films we 
do not feel competent to evaluate. 

We also employ two registered nurses, a 
combination lab and x-ray technician, a gen- 
eral aide, a bookkeeper and a receptionist. We 
do not have a business manager, but our books 
are audited by an accounting firm. 

After the trial period, I started off as a full 
partner. It cost me $15,000 to buy in, and I 
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Group Practice 


WILLIAM GORDON, M.D. 


had the choice of paying the full amount or 
taking it out of my earnings over a period of 
years. 

I decided to pay the full amount. 

My main reason was that I wanted an equal 
voice from the start, a say about policy mat- 
ters and the day-to-day workings of our group. 

I realize that $15,000 looks like an impos- 
sible amount for most any young physician to 
raise. I did it by tapping savings, taking a fat 
bank loan, and borrowing the rest from rela- 
tives. In another year, my fourth, I will have 
paid off these debts. 

Incidentally, the price was figured as one- 
quarter of the group’s assets. They consisted 
of the medical building and its land, all the 
equipment, all accounts receivable. (Today 
my quarter share is worth about $20,000, 
which strikes me as a pretty good investment. ) 

We each draw $1000 a month in salary. 
Then at the end of the year we divide the 
profits — the excess of group income over 
group expenses. This year I expect my total 
net income to hit $18,000, before taxes. 

Profits are divided according to the contri- 
bution to the total practice that the doctor has 
made during the year. This is based on billings, 
not collections. (If we did not do it this way, 
and simply divided the profits into four equal 
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shares, both the AMA and the American Col- 
lege of Surgeons would consider it fee split- 
ting. ) 

My contribution to the practice has grown 
each year, and in a few years I expect to be 
bringing in about 40 percent of the total fees. 
I have this potential as I do all of the major 
surgery. 

Would I be making more money as a solo 
practitioner with a comparable practice? Yes. 
The reason for this is that the overhead for 
our group comes to about 45 percent of our 
income. The solo practitioner’s setup is usually 
less elaborate, overhead quite a bit lower. 

The financial arrangements are all spelled 
out in our contract. Before I signed I consulted 
a lawyer, a precaution that I think is neces- 
sary. As a result, I did not sign a contract that 
simply bound me to the group, but a contract 
that was binding for all of us. 

Let me explain. In view of the fact that my 
youngest colleague was in his early fifties and 
the other two close to sixty, I made sure a 
fitness clause was inserted in the contract. This 
states the financial and practical arrangements 
which automatically come into force in the 
event that any partner becomes permanently 
incapacitated, unable to hold up his share of 
the practice. 


Protection 

My lawyer and I also saw to it that I got 
another kind of protection. This was in regard 
to any one of us quitting and setting up his 
own practice. At first my partners asked me 
to sign a covenant that I would not, during 
the next five years, set up my own practice 
within a 20-mile area. But what about the op- 
posite situation? What guarantee had I that 
any one of my colleagues, each of whom had 
a good following, would not set up his own 
practice? This was unlikely, but still a possi- 
bility. 

When I made my feelings clear, my partners 
saw the point and agreed to a covenant re- 
stricting all of us. Such covenants, by the way, 
have stood up in many court tests. 

As a full partner, I had a suggestion to make 
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at the very start. It was about the way house 
calls were handled. Before I joined, each doctor 
took care of his own. This seemed to me to be 
inefficient, the losing of an advantage—more 
free time—that is to be gained through group 
practice. 


Easier Schedule 


We discussed this and came up with the 
schedule we still follow. Every fourth night 
and every fourth weekend, one of us is on call, 
acting as the officer of the day, you might say. 
(Of course if it’s my patient and a serious case, 
I'll go out if it’s my night or not—my partners 
operate this way, too.) But this system makes 
it easier on all of us, and gives us a chance to 
live a fairly normal life. 

At first, my colleagues were afraid that their 
patients wouldn’t like the system, but they 
finally agreed to try it. To be sure, a few pa- 
tients did grumble, but in time even they fell 
in with the scheme. 

Our patients now know that they can get a 
doctor quickly at night, a doctor who is not 
fatigued and out-of-sorts because of a too de- 
manding schedule. 

We each have a month’s vacation, which 
we can take in one stretch or a week or two 
at a time. But none of us is off during the 
summer when our practice is heaviest. 

Each of us has office hours five days a week. 
Mine are in the afternoon so that I can oper- 
ate in the morning. © 


Surgical Practice 


By now you may be wondering how this 
practice has worked out in regard to my spe- 
cialty. The answer is, very well. Actually, 
about 95 percent of the medicine is handled 
by my colleagues. The only time I do any is on 
my duty nights and weekends. 

I know that I have done much more sur- 
gery in the past three years than I would have 
as a solo practitioner in a large city. Instead of 
waiting months for my first referral (as hap- 
pened with friends of mine), I plunged right 
into a busy practice and thus kept my skills 
sharp. Except for heart work, I do the com- 
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plete range of general surgical procedures. 

In the process I’ve built up quite a follow- 
ing. This is not simply because of my com- 
petence as a surgeon, but because I am on the 
scene, from pre-op to post-op. This means a 
lot to the patient. For example, there have been 
cases in our area handled by big-name sur- 
geons from one of the nearby cities. 

There can be no question of their skill. But, 
with the operation over, these surgeons head 
for home. The post-op responsibility falls in 
my lap or that of the GP on the case. 

Patients have told me that they prefer to be 
operated on by a surgeon who stays with them 
from beginning to end. I do all my own post-op 
work as I have neither residents nor interns to 
help me. 

Which brings up the subject of hospitals. In 
this respect I have been very fortunate. I do 
most of my surgery in a nearby nonprofit gen- 
eral hospital. It now has 60 beds but this will 
be increased next year as part of a million 
dollar expansion program. 

Not only did they grant me major privileges 
at this hospital within a very short period, but 
two and a half years later made me chief of 
service—a break that not too many young 
surgeons get. I am also associated with two 
other hospitals. 


Drawbacks 


So far I’ve painted a fairly glowing picture. 
I must admit there are drawbacks to my par- 
ticular setup, although they are factors I can 
live with. 

The main problem is the age of my col- 
leagues. They have reached the point in their 
careers where they are not greatly interested 
in expansion (though we are planning to add 
a pediatrician next year). I would like to put 
up a brand-new medical building with better 
facilities than we have now, a building with 
a more “professional” look. Our present place, 
with its narrow halls, partitions and cramped 
offices, sometimes strikes me as a cluttered 
rabbit warren. 

My colleagues’ views on getting new equip- 
ment also tend to be more conservative than 
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mine. As is spelled out in our contract, we all 
have to agree on any purchase over $35, and 
this has caused friction from time to time. 

I am 36 now, the youngest man in the group 
by 17 years. Thus I can look forward to the 
day when I am the “senior” member or per- 
haps, even sole owner, if that becomes my 
goal. 

But when I weigh such considerations against 
the advantages of having colleagues in my own 
age bracket, I would choose the latter. Work- 
ing with younger men, eager to try new things 
and to expand the practice, would be a more 
dynamic and satisfying experience. 

But another factor is even more important 
than age, and that is the personalities of the 
men involved. I feel sure that in most groups 
that fail, a personality problem was at the 
bottom of it. (I know of several such cases.) 

You have to be willing to make compro- 
mises and to try to see things from your col- 
leagues’ point of view. If this is difficult, or 
impossible, for you to do, then you don’t belong 
in a group. 

We have had our differences in our group, 
but have always managed to iron them out. 
I have always been most direct in my dealings 
with my partners. If I have a gripe, I tell them 
about it and listen to their side. This has kept 
differences to a minimum and cleared the air 
quickly. When one member begins to nurse 


private grievances, you're bound to have 
trouble. 

There is a final aspect to this business of 
group practice that must be considered. That 
is the social side. I’ve read about groups where 
senior members exert social pressure on the 
younger men, where the juniors have to oper- 
ate within a closed social circle, have to join 
the “right” clubs, buy the “right” kind of house, 
car, etc. 

Well, once again I have been fortunate. So- 
cial relations within our group can best be 
described as casual. We attend dinners and 
parties at each others’ homes occasionally, but 
that is about the extent of it. Being appreciably 
younger, my wife and I have a different circle 
of friends, which suits both us and my col- 
leagues. 

Taking everything into consideration—my 
professional as well as my private life—I am 
satisfied with the way things have worked out. 
And so is my wife. We have a nice home in a 
pleasant town, the kind of place where kids 
thrive and adults have time to be friendly. 

And when we get the yen to take a trip or 
to spend the weekend in New York, all we 
have to do is hop in the car and go. Those 
are the times that I really appreciate the fact 
that I’m in group practice, doing the kind of 
work I like—and yet with the time for my 
wife and I to have a life of our own. 


CLINI-CLIPPING 
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Scale for reading results of microscopic agglutination tests. 
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RECENT TRENDS 


New York, New York 


A Washington doctor had his 
license suspended for eight months by a sum- 
mary proceeding of the medical disciplinary 
board for conviction of tax evasion. 

A California surgeon who kept two sets of 
books received a stiff prison sentence for re- 
porting an income of $18,000 to $20,000 each 
for two years when he actually made over 
$30,000 each year. 

An ophthalmologist paid the 50% fraud 
penalty on income from five of the twelve years 
under investigation by Internal Revenue when 
they finally caught up with him. 


Discovery of Tax Fraud 


Just how do the Internal Revenue agents 
find out a doctor is making more than he is 
reporting? Tips from disgruntled employees 
prove profitable both to the employees and to 
the Government. A bookkeeper received $68,- 
873.96 as an informer’s award for turning in 
his boss. The double entry California surgeon 
who “did time” did so as a result of anonymous 
telephone calls which turned out to come from 
his nurse cum secretary who had had charge of 
his office and books for several years. 
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Physicians and 
Income Taxes 


GEORGE A. FRIEDMAN, M.D., LL.B., LL.M. 
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A Brooklyn doctor’s troubles began when a 
newspaper carried an account of the fees paid 
to him and other named doctors by a medical 
service. The Fraud Squad was assigned to 
check their returns. 

Internal Revenue follows all litigation. Matri- 
monials in particular provide ripe pickings. 
Substantial understatement of income will also 
make the agent auditing the returns suspicious, 
particularly if he sees the office address and/or 
home address are in expensive neighborhoods, 
or the physician maintains one or more expen- 
sive cars. 

Questions on routine audits may turn up also 
some croppers. Remember also, no tax years 
are barred by the Statute of Limitations in a 
fraud case. 


Proof of Fraud 


There are several ways in which an agent 
can reconstruct a doctor’s unreported income. 
In one case a doctor’s unreported income was 
based upon receipts from patients reflected 
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upon the patient’s cards. Fraud penalties in 
this case were sustained because the amounts 
omitted were too large and the practice of 
underreporting extended over too long a period 
to have been the products of mere error. 

Hospital records are another source of in- 
formation. The hospital must disclose names 
and addresses of the doctors’ patients to the 
agent. The agents may then interrogate the 
patients since “the public interest in the collec- 
tion of taxes owing by a taxpayer outweighs the 
private interest of the patient to avoid em- 
barrassment resulting from being required to 
give the revenue agent information as to fees 
paid the attending physician.” 

Accountants’ records are not privileged and 
may be subpoenaed by tax agents. 

Banks constitute one of the major groups 
upon which the Treasury makes demands for 
information and records. In a case where the 
doctor failed to report substantial professional 
earnings for the years 1944-1950 the examining 
agent mournfully pointed out to the court that 
the doctor had failed to reveal that he had 
accumulated cash in 37 different savings banks 
totalling over $120,000. 


Net Worth 


The Tax Commission most often proves his 
cases against doctors by the net worth method. 
He proves that the doctor is worth a lot more 
than his taxes would indicate. A physician 
who had a substantial income from his medical 
practice was also a shrewd businessman. He 
had withdrawn from the stock market prior to 
the 1929 crash, and took all of his money out 
of the banks shortly before they closed in 1933. 
He also owned an optical laboratory. The Tax 
Commission obtained bank statements; proved 
that he was a frequent visitor to his safe-deposit 
box; ascertained that he maintained several 
brokerage accounts in his wife’s name; did not 
report certain income from his laboratory or 
his practice. They also examined his living 
expenses: he kept a house with a few maids and 
two cars. Inventory was taken at the labora- 
tory. 

The Tax Court was satisfied that the doc- 
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tor had committed fraud with intent to evade 
tax. 

The Commissioner is not always upheld on 
use of the net worth method. It is used only 
when the taxpayer’s books are inadequate. In 
a 1957 Tennessee case, a doctor convinced the 
Court his records were properly kept, and were 
a true record of his income. Substantially all 
of the records were available for inspection. 
Tests of their accuracy were made by direct 
correspondence with patients; by comparison 
of taxpayer’s available time (after deducting 
that part of the work day spent in teaching and 
charity work at a hospital) with records of 
patients treated. Large cash transactions were 
shown to be loans from the taxpayer’s father- 
in-law. 


Cash Hoards 


Quite often a taxpayer defends a net worth 
case by claiming he had accumulated a cash 
hoard over the years which he is currently 
spending, or depositing. The Courts must de- 
termine whether these hoards indicate frugality 
or fraud. In a 1952 Alabama case, the rev- 
enue service assessed taxes against a physician 
suggesting that his returns for the prior few 
years did not report sufficient taxable income 
to account for the physician’s net worth in 
1945. The Court accepted the physician’s testi- 
mony about the amount of cash he had on 
hand at the beginning of a period for which 
an assessment on a net-worth computation had 
been made. 

In a similar case a physician deposited al- 
most $40,000 in the bank in 1944 and 1945. 
The Government claimed this as unreported 
income for those two years. The physician 
proved it was money brought to the United 
States when he came from Germany in 1938. 


Constitutional Rights of a Taxpayer 


The taxpayer has a right to refuse an agent 
access to his books and records where they 
would “tend to incriminate him,” that is where 
they would be the basis of criminal charges. 
This immunity extends to the books of a part- 
nership. 
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While the immunity extends to his lawyer, 
it does not extend to his accountant, bank, 
broker, insurance agent or hospital records. 
The immunity is not available if the result of 
the investigation would end only in civil lia- 
bility, no matter how onerous. 

If a taxpayer surrenders his books for all 
practical purposes he waives his constitutional 
rights. There is no duty on the part of the 
agent to warn him that a possible criminal 
charge might be forthcoming. 

Even though a taxpayer can refuse access to 
his records, there are disadvantages in doing 
so. The agent will become suspicious and re- 
double his energies. Failure to cooperate may 
be considered by a jury or the court in a later 
fraud case as evidencing intent to de- 
fraud. 

On the other hand, many convictions in tax- 
evasion cases are obtained solely on informa- 
tion and records voluntarily presented to the 
investigating agents. The best advice a doctor 
can receive on this question is to consult a 
lawyer before turning over any records. 

If the Government obtained documents by 
the use of subterfuge, this amounts to unreason- 
able search and seizure and information re- 
ceived will be suppressed in Court. As for 
example if a revenue agent misleads the tax- 
payer by claiming no criminal prosecutions will 
arise as a result of the investigation, while he 
is actually working hand in glove with a Special 
Agent from the Intelligence Unit behind the 
scenes. 


The Kindschi Case 

“The danger of suspension, censure, or loss 
of license for physicians as a result of tax 
problems not related to professional ethics 
must not be underestimated,” writes a Cornell 
Professor of Law. 

Professional discipline for tax frauds is a 
new hazard, the reported court cases being of 
recent vintage. In the 1958 Matter of the 
Revocation of the License to Practice Medicine 
and Surgery of a Washington physician, the 
Supreme Court of that state affirmed the medi- 
cal disciplinary board’s eight month suspension 
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of the physician’s license. In a tax case, the 
physician had pleaded guilty to filing a false 
and fraudulent tax return, a felony under Fed- 
eral law. The hearing committee of the med- 
ical disciplinary board without holding a hear- 
ing determined that the crime for which the 
doctor had been convicted involved moral tur- 
pitude and constituted unprofessional con- 
duct. 

The Washington Supreme Court not only 
affirmed the suspension, but commented that 
in its opinion the disciplining of the doctor 
seemed mild. In contrast it noted that it had 
recently disbarred a lawyer for Federal income 
tax fraud. 

In the three year period between 1955 and 
1958 there have been 25 litigated cases of 
physicians charged with tax fraud. In the same 
period there have been over 500 non-court 
cases involving doctors in which the govern- 
ment has asserted tax fraud. 

Disciplinary action by medical boards has 
been widely criticized on at least two grounds. 
First, because the concept of tax fraud is quite 
technical and the line between fraud and care- 
lessness is hard to draw. Second, it is argued 
that there is no rational connection between 
income tax fraud and the ability to practice 
medicine. 

Despite this criticism the Washington case 
seems to be the beginning of a new trend 
toward professional disciplinary action for tax 
fraud. 


Taxable Income 


Fees of course are taxable in the same way 
as any other compensation for services. While 
scholarship and fellowship grants are not tax- 
able, all other prizes and awards are taxable. 
Gifts and bequests are not taxable. It may be 
necessary to show however that a gift from a 
grateful patient, whether money or property, 
was not intended as additional compensa- 
tion. 

Where a lump sum is received in one year 
which constitutes 80% of the fee for services, 
and the services were rendered over a period 
of 36 months or more, the lump sum payment 
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may be allocatea over the period of service 
prior to its receipt. 

The sale of a practice is treated as a capital 
gain. 


Grants and Fellowships 


Frequently Internal Revenue is requested by 
individuals or organizations to give rulings as 
to whether certain items are excludable from 
income for tax purposes. Three such cases 
were fellowship grants to doctors by the Mayo 
Foundation, the National Institutes of Health, 
and the American Heart Association. Grants 
and cost-of-living allowances received by doc- 
tors from the Mayo Foundation and Associa- 
tion while they are studying for graduate de- 
grees at a clinic or hospital where they render 
no service, replace no salaried personnel, and 
perform no functions for the benefit of the 
grantor or training institution, are treated as 
fellowship grants and are excludable from gross 
income to the extent of $300 a month for up 
to 36 months. 

The same rule was applied to amounts re- 
ceived by an individual, not a candidate for a 
degree, under a fellowship grant for research 
purposes and travel expenses from the National 
Institutes of Health. 

In the fellowships granted by the American 
Heart Association the Bureau ruled that the 
fact that progress reports are required from 
the recipients does not destroy the essential 
character of the payments as fellowship grants. 
While payments which are really compensation 
for grantor-supervised research or research pri- 
marily for the benefit of the grantor are not 
tax exempt, the Bureau ruled these fellowships 
to aid individuals in cardiovascular research 
are primarily for the training of the re- 
searcher. 

In a litigated case taxpayer was a participat- 
ing physician in a graduate training program in 
phychiatry at a psychiatric institute. The insti- 
tute served as a research and education center. 
Taxpayer’s training including participation in 
the treatment of patients, as well as seminars 
and lectures. Degrees were not awarded, but 
the purpose of the training was to secure certi- 
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fication by the American Board of Psychiatry. 
Since the primary purpose was the furthering 
of taxpayer’s education, rather than rendering 
services for the institute, the stipend of $3,400 
received by him qualified as a non-taxable 
fellowship grant. 


Deduction of Expenses 


Apart from the tax fraud cases, the law con- 
cerning tax deductions is the most significant 
to doctors qua doctors (and not as individuals) 
when the ‘Ides of April’ rolls around. 

The “ordinary and necessary” expenses paid 
or incurred in the conduct of a professional 
practice are deductible. These include a wide 
variety of expenditures: rent for office; property 
used both as residence and for business (rental 
or upkeep); salaries of office help and profes- 
sional assistants; social security taxes; fire, etc. 
insurance premiums; certain taxes which are 
deductible as expenses; dues paid to profes- 
sional association; supplies; travelling expenses; 
convention expenses; entertainment expenses 
(directly related to taxpayer’s profession); 
dues paid to social and athletic clubs (limited 
to portion which can be allocated to business 
purposes); subscription to technical magazines; 
cost of instruction (special courses; lecture 
meetings, etc.); cost of books, furniture, and 
professional instruments and equipment which 
have a useful life of less than a year; cost of 
defending malpractice suits. 

If an automobile is used exclusively in carry- 
ing on a profession, the entire cost of operation 
and maintenance is deductible. 

If the car is used both for business and 
pleasure, a simple fractional allocation can 
be made. 


Depreciation 

The cost of property, books, equipment 
which have a useful life of more than one year 
is not deductible as an expense. This cost is 
recoverable by depreciation, annual deductions 
spread over the useful life of the property. The 
cost of a professional library, for example, 


may be amortized over its estimated useful 
life. 
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Illegal Business 

In certain instances the tax laws have been 
used to penalize the taxpayer who earns income 
from an illegal occupation. He must pay his 
income tax, but he is not permitted to deduct 


the usual business expenses from his gross ' 


income. The most common example of this 
in medicine is the abortionist. 

The tax court has frequently held that be- 
cause the allowance of deductions would frus- 
trate sharply defined public-policy an abortion- 
ist can not deduct medical supplies or salaries 
as expenses in connection with his profession. 
He cannot deduct commissions paid to others 
for referring abortion clients to him. 

He cannot deduct attorney fees he paid for 
the defense of a criminal prosecution brought 
against him for a crime in which he pleaded 
guilty and was convicted. If he had been ac- 
quitted, the attorney fees and expense of the 
litigation would have been deductible. 

Divided fees are deductible if they are nor- 
mal, usual and customary in the profession and 
the community, and are appropriate and help- 
ful in obtaining business. 


Trips As “Business” Expense 


The courts examine closely trips which com- 
bine business and pleasure. Taxpayer, a physi- 
cian specializing in the treatment of alcoholism, 
sought to deduct $7800 as a business expense. 
This was the cost of a European trip taken by 
him and his wife. The trip lasted 85 days. 
Fifty-six of these days were spent in travel 
between various places of interest. The court 
found that the many visits taxpayers made to 
hospitals and other health institutions in 
Europe were the result of natural curiosity and 
professional interest, and held that the trip was 
primarily for pleasure. 

A $200 deduction was allowed as business 
expense. An additional deduction of $575 was 
allowed -for the expense of mailings to doctors, 
patients and other business contacts. The Court 
classified the mailing expense as “advertising 
expenditures.” 

Travel expenses to and from conventions are 
deductible, as well as related expenses in at- 
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tending conventions. Where there are inci- 
dental personal activities such as sight seeing 
or social visiting, an allocation is required to 
be made in order to separate the deductible 
portion of the expenses from the non-deductible 
personal items. 

The travel, meals, and lodging expenses of 
the wife are not deductible. 

It is in the taxpayer’s interest to keep careful 
records of personal and business expenses on 
these trips, and not rely on memory at the 
end of the year. 

Taxpayer doctor and his wife attended a 
post-convention forum cruise to Bermuda spon- 
sored by a medical association and sought to 
deduct the entire cost as a business expense. 
The Commissioner, upheld by the Court, dis- 
allowed 80% of the cost as a non-deductible 
personal expense. The doctor failed to show 
whether he attended any of the scientific pro- 
grams provided on the cruise, and to what 
extent the trip was availed of for recreation and » 
pleasure. 


Social Club and Entertainment Expenses 


In the examination of the returns of physi- 
cians, in some instances agents of the Revenue 
Service have disallowed claimed entertainment 
expenses as unethical. The AMA therefore 
notified the Commissioner that it does not con- 
sider the incurrence of legitimate business en- 
tertainment expenses as unethical or contrary 
to public policy. 


Cost of Instruction 


The expenses of an individual for his educa- 
tion are personal and not deductible. However 
educational expenses incurred to maintain and 
improve skills are deductible. The deductions 
include related travel and living expenses. Ex- 
amples are the so-called “refresher” courses 
designed to keep the professional man abreast 
of his profession. 

No deductions can be taken for expenses 
incurred in the study of a specialty. 

The example given by a recent Internal 
Revenue regulation is as follows: 

Dr. B., a general practitioner takes a course 
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of study in order to become a specialist in 
pediatrics. Dr. C., also a general prac- 
titioner takes a two week course review- 
ing developments in_ several specialized 
fields, including pediatrics, for the purpose of 
carrying on his general practice. B’s expenses 
are not deductible because the course of study 
qualified him for a specialty within his profes- 
sion. C’s expenses for his education and any 
transportation, meals and lodging while away 
from home are deductible because they were 
undertaken primarily to improve skills required 
by him in his profession. 


Partnerships 


There are no special tax advantages or 
disadvantages to partnership practice. Where 
there is a professional partnership it is im- 
portant, taxwise and for other reasons, to have 
a carefully drafted partnership agreement. 

The most important tax aspects of a medical 
partnership are related to the retirement or 
death of a partner. The agreement can provide 
that payments can be to the doctor or his 
estate over a period of years. This will avoid 
“bunching,” or the receipt of a lump sum by 
the estate in one year with ensuing high sur- 
taxes. Section 736, the applicable section of 
the Internal Revenue Code, must be followed 
carefully to obtain the desired results. 


Pensions and Pension Plans 


While businessmen are able to take advant- 
age of employee pension plans by tax-free 
allocations to a pension trust, as yet this relief 
is not available to professional men. 

Occasionally physicians have attempted to 
avail themselves of pension plan provisions 
(section 401 of the 1954 Code) of the Internal 
Revenue Code, without much success. 

In states where the corporate practice of 
medicine is legal (Missouri, Nebraska and 
Oregon) pension provision of the Code can be 
utilized provided all the stock of the corpora- 
tion is owned by licensed physicians. 

Eight physicians who had practiced as a 
partnership in Montana formed an unincor- 
porated association as a successor to the part- 
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nership. A pension plan was instituted by the 
association, and one physician claimed that as 
an employee his contributions to the pension 
fund were not taxable to him as current income. 
The court upheld his contention that the 
association was to be taxed as a corporation 
even though a corporation could not legally 
practice medicine in Montana. 

After this case came down a Revenue Ruling 
was issued declaring that a group of doctors 
who form an association to obtain benefits of 
Section 401 of I.R.C. 1954 will be considered 
in substance a partnership for all purposes of 
the LR.C. if it has most of the attributes of 
a partnership. 

In some cases tax-exempt organizations have 
taken out annuities for doctors in lieu of 
salaries. The annuities have been taxable at 
the time the employee receives the annuity 
payment rather than in the year the payments 
are made for the annuity by the em- 
ployer. 

Such a case is now before the Tax Court. 
Taxpayer is a pathologist for several hospitals 
who received as compensation a fixed percent- 
age of the fees for laboratory services charged 
by the hospital to patients. The hospital then 
took out an annuity for the doctor, reducing 
his compensation by the amount of the 
premiums. 

An Internal Revenue Regulation declares 
that if the purchase of an annuity is merely 
a supplement to compensation the premiums 
are not taxable to the employee. Whether or 
not the annuity is a supplement is to be 
determined by all the surrounding circum- 
stances. The disposition of this case will be 
of interest to doctors. 

To increase the doctor’s tax woes, the Ways 
and Means Committee is considering limiting 
the amount of tax free annuity premiums paid 
by charitable organizations to doctors to 20% 
of the doctor’s yearly compensation by the 
organization. 

A bill reported to the House recently by the 
Ways and Means Committee is expected to 
pass soon. By its provisions self-employed tax- 
payers (doctors, lawyers, dentists) can take 
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yearly tax deductions on amounts paid into a 
personal retirement fund, up to 10% of net 
earnings, with a $2,500 maximum. No further 
deduction would be allowed after the deposit 
of $50,000 in the retirement fund, or after 
the age of 70. There are special provisions in 


1. Tax frauds are uncovered through tips, 
publicity, litigation, routine audits and sub- 
stantial understatement of income therein. 

2. The revenue agent reconstructs a doctor’s 
income by utilizing patient’s cards; hospital 
records; accountants records; information from 
banks. 

3. Cases of hidden assets were often hard to 
prove until the Supreme Court approved of 
the “net worth” method of reconstructing in- 
come. By this method the revenue agent deter- 
mines the yearly income from what the taxpayer 
appears to be worth, judged by what he owns 
and what he spends. 

4. The “net worth” method is used only 
where inadequate records of earnings are kept. 
A taxpayer's careful records can be used to 
disprove a net worth case. 

5. There is no law requiring a taxpayer to 
cooperate with the internal revenue agent. Co- 
operation and non-cooperation both have ad- 
vantages and disadvantages. 

6. If you cooperate: don’t change your 
records; don’t omit anything from your records. 


Summary 


the bill for people over 50, intended to give 
them a chance to make the maximum total 
deposit before they reach 70. 

This bill is of particular interest to physicians 
who are one of few self-employed groups which 
do not participate in the social security program. 


7. If you don’t cooperate: take away all your 
records from non-privileged groups such as 
accountants and brokers before they can be 
subpoenaed. 

8. Recently doctors have been disciplined 
professionally for tax frauds. 

9. Prizes and awards are taxable as income. 
Scholarships and fellowship grants are not 
taxable. 

10. Deductions can not be taken for busi- 
ness expenses of an illegal business. 

11. Accurate detailed records are valuable 
in proving expenses, particularly on trips and 
at conventions. 

12. Records of attendance at scientific meet- 
ings are also useful in proving whether a trip 
or cruise is business or pleasure, or in allo- 
cating the expenses of each. 

13. “Bunching” can be avoided by suitable 
provision in a partnership agreement. 

14. A proposed bill will provide some tax 
relief on retirement funds for physicians. 


133 East 58 Street 


Identify 


WHAT'S THE DOCTOR'S NAME 


this famous 
from clues in the brief biography. 
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What Are You 
Really Worth? 


D. you know, doctor, what 


your net worth is? Do you know whether it 
is increasing at a satisfactory rate, year by 
year, remaining fairly constant or, worse yet, 
declining? The chances are you don’t. 

Oh, you may have an idea of the value of 
certain rental properties you own. And, it’s 
no trouble determining the current value of 
listed stocks or the balance you have in a 
checking or savings account. 

Nevertheless, the chances are you'll substan- 
tially underestimate your net worth if you're 
a pessimist; if you’re an optimist you'll prob- 
ably overestimate it. 

Only by drawing up a balance sheet that 
incorporates all of your assets and offsetting 
liabilities can you be sure of the financial direc- 
tion in which you are going. Such a balance 
sheet will not only include your professional 
net worth, drawn from a balance sheet for 
the practice, but other net worth as well. It 
will include income-producing and non-income 
producing assets, less liabilities. 

A doctor’s net worth may include some, 
often many, assets and liabilities apart from his 
practice and his investment program. More- 
over, these assets and liabilities may fluctuate 
sharply from year to year. The result: the pro- 
fessional balance sheet and investment equities 
alone will reveal only part of a physician’s net 
worth. Professional and/or investment net 
worth may increase in the face of an overall 
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Are you getting ahead financially? 
Drifting? 
Dropping behind? 


decline in total net worth; or the reverse may 
occur. 


A younger physician may have virtually all 
of his net worth tied up in his practice. During 
the next few years, thereafter, a disproportion- 
ate part of his net worth may be tied up in 
personal possessions of a non-income char- 
acter, such as home, furnishings, car and other 
material things necessary to the well being of 
his family and himself. Thereafter, he may 
concentrate building up investment holdings. 

Unlike business proprietors, most older phy- 
sicians may have only a small part of their net 
worth tied up in their practice. An increasing 
share of net worth may go into outside invest- 
ments because of the limits to which earnings 
can be plowed back into a practice such as 
would be the case in, say, a mercantile business. 

Nevertheless, a balance sheet should be pre- 
pared for the practice, separate and apart from 
a combined balance sheet. This is a necessary 
starting point. The balance sheet for a practice 
should summarize all assets and all liabilities. 
Current assets should be separated from fixed 
assets and current liabilities should be sepa- 
rated from fixed liabilities. 

Many a younger physician, unhappy at his 
seeming inability to get ahead, financially, may 
be reassured by such a professional balance 
sheet, once he is able to compare his current 
balance sheet with earlier ones. Some outlays 
he’s thought of as current and recurring ex- 
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penses in reality are going to build up his net 
worth by reducing his professional liabilities. 


Current Assets 


Current assets include cash, professional 
accounts receivable and materials and supplies 
on hand. However, accounts receivable, should 
be realistically reduced to reflect the bad debt 
factor inherent in aging accounts. Unless this 
is done, a physician will delude himself into 
the belief his current assets are greater than 
the facts indicate. This, in turn, will inflate 
professional net worth. 

Current liabilities include accounts payable, 
notes payable and accrued obligations, such 
as employee withholdings and employer’s 
matching funds, as well as wages and salaries. 

Fixed assets include professional equipment 
and furnishings, building, if physician-owned, 
and all other depreciable assets in the practice. 
Valuations should be reduced by the amount 
of depreciation already taken, together with 
depreciation available for the period then end- 
ing, even if not yet taken as an income tax 
deduction. Prepaid insurance and rent should 
be entered under this heading. 

Fixed liabilities include mortgages and any 
other liabilities which are not current in nature. 
Accrued items should also be included, such 
as interest, property or other taxes. 

By subtracting total liabilities from total 
assets, a physician’s net professional worth is 
established. 


Professional Balance Sheet 


In preparing a professional balance sheet a 
physician should guard against any uncon- 
scious self-deception. As earlier noted, aging 
accounts receivable should be reduced by an 
amount which represents bad debts, either 
through a percentage formula or by eliminating 
specific accounts. Depreciation should be fully 
reflected in the value of all depreciable assets. 
It is misleading to determine such values on 
the basis of present replacement cost. Under 
present conditions, to use replacement cost 
will also result in inflating net worth. 

Each successive balance sheet should be filed 
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for future reference. Comparison of profes- 
sional balance sheets over a period of years 
will indicate certain professional trends. The 
once young physician with little professional 
net worth will find with the years his profes- 
sional net worth is mounting, or at least it 
should. 

However, with the passage of time, a physi- 
cian’s professional net worth, may become less 
and less significant. Unlike his contemporaries 
in business, he must look outside his practice 
for investing some of his earnings. Here’s 
where a consolidated balance sheet proves in- 
valuable. This is because of the inevitable inter- 
play between investments and personal assets 
and liabilities which are in a constant state of 
change. Like all Gaul, a physician is divided 
into several parts and, financially, he’s the sum 
of them. 


Combined Balance Sheet 


Having prepared a conservative balance 
sheet for his practice, a physician should then 
prepare a similar one for all other assets and 
liabilities of whatever nature, wherever found 
and however used. It should include both 
income-producing and personal or non-income- 
producing items. With such a combined bal- 
ance sheet, a physician can really determine 
whether he’s progressing or retrogressing, and 
by how much each year. This will chart his 
course toward independence by retirement 
date. Such a balance sheet should also be filed 
for periodic comparison with earlier ones. 

A combined balance sheet should be pre- 
pared annually, if not oftener. Calendar year- 
end may be a logical time to prepare a balance 
sheet. However, for purposes here discussed, 
any date during the year may be equally satis- 
factory, if used consistently, year after year. 
Certainly a date other than calendar year-end 
may be advisable if, at such a time, paper work 
is excessive. Such a work-load may discourage 
preparing a combined balance sheet. 

Fortified with the irrefutable facts in a com- 
bined balance sheet, a physician may redouble 
his efforts looking toward comfortable retire- 
ment. He may see the need for revising up- 
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ward his fees, if practical. He may resolve to 
press harder to reduce his bad debt factor. 
He may realize too large a part of his profes- 
sional earnings and other income is going to- 
ward maintaining too high a manner of living. 
He may pointedly realize his earnings don’t 
justify some of his personal expenditures. 

As he studies some items in his combined 
balance sheet he may note they keep recurring 
year after year. At the same time he may be- 
come painfuly aware that such items sharply 
decline in value with the passage of time. Many 
items of a personal nature, having no earning 
power, may now seem less important to him on 
analysis. Possession may carry too high a 
price tag. 

Analysis may indicate that too large a part 
of his net worth is tied up in non-earning 
personal possessions. He may see how such 
possessions account for the slow rise in his net 
worth, year by year, or even explain a decline 
in net worth, despite favorable net earnings of 
his practice. 


Proper Perspective 


A combined balance sheet will bring all 
assets and liabilities into proper focus. A dis- 
proportionate part of assets that aren’t income- 
producing may suggest the basic cause why a 
physician is having difficulty getting ahead, 
financially. These assets assert a double pen- 
alty: (1) they don’t earn their keep, and (2) 
they decline in value year after year. 

A physician may be shocked to discover his 
increasing professional earnings have been lur- 
ing him into a false sense of security. During 
this most favorable period for making invest- 
ments net worth may actually decline. Yet, 
because of these higher professional earnings, 
he may have felt no urgency to enlarge his 
investments. To take any real comfort from 
his net worth, a physician should see it mount 
steadily in years of relatively high professional 
net earnings. When, if not then, can he expect 
to increase his net worth? 

With some non-professional assets it may be 
difficult to establish current values. In this case, 
a physician should err consistently on the con- 
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servative side. Certainly he should not place 
a low valuation one year, a high valuation the 
next year, or vice versa. 

Assets subject to depreciation—even if de- 
preciation is not an allowable deduction in an 
income tax return because personal—should be 
valued downward year to year. Useful life 
should be taken into account. Sentimental val- 
ues should have no place in a balance sheet. 
Failing to adjust values each year, or delib- 
erately over- or understating values by whim, 
makes comparative studies of successive bal- 
ance sheets misleading, if not worthless. 

Example: A physician purchased a rental 
property in 1955. Despite depreciation, there’s 
some basis for believing its value has .risen 
somewhat. Nevertheless, each successive year 
he carries this property at its original cost, 
less accumulated depreciation taken. This is a 
conservative formula. However, in 1959 some 
listed stocks he’s holding decline in value by 
$1,000. To make his net worth look better, 
the physician now adopts a new formula for 
valuing his rental property. He arbitrarily val- 
ues it at $1,000 more than it cost him. This 
neatly offsets a $1,000 decline in stock values. 
Consistency is abandoned and net worth is dis- 
torted. He very likely is deceiving himself. 


Real Estate 


Revaluing real estate, except over a long 
period of time, and trying to reflect annual 
rises in values is difficult, if not impossible. 
At best it is highly speculative. The only final 
determination of value is what a willing buyer 
will pay a willing ‘seller. What a comparable 
property has changed hands for is misleading 
in valuing a property that hasn’t changed hands. 
Arbitrarily inflating property values annually, 
short of a price reccived in a sale, serves only 
to discourage a physician increasing his true 
net worth by other, often more painful, means. 

A physician, holding listed stocks that have 
declined in value from earlier highs, may re- 
sist revaluing them for purposes of determining 
his net worth. He may argue he’s taken only 
a “paper” loss, that he will hold for new highs. 
While holding such stock may be wise, the fact 
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remains: present market value at the balance 
sheet basing date should be used for determin- 
ing net worth. To do otherwise is to anticipate 
an increase, reflect it in net worth. Both “paper” 
losses and gains should be reflected in any 
meaningful balance sheet. 


Don’t Exclude Items 


All assets and liabilities, regardless of their 
nature or the purpose to which put, should be 
included in a combined balance sheet. Arbi- 
trarily excluding certain kinds of items, even if 
consistently done, will distort comparative net 
worth values, year to year. This will occur be- 
cause some assets reflected in a balance sheet 
one year are converted to other assets the next 
year, and with the new assets not showing in 
the new year’s balance sheet. 

Example: A bank balance which has been 
reduced by the price of a power boat. Market 
value of the boat at basing date should be re- 
flected as at least a partial offset to the decline 
in the bank balance. 

In determining combined net worth, a physi- 


cian should be particularly vigilant to offset all 
assets with all liabilities. It is an all too human 
tendency to count assets (particularly outside 
the practice and apart from investments), for- 
get liabilities, and especially if liabilities are in 
the form of amortized payments. 

Liabilities should include personal open 
accounts, unsecured and secured loans, re- 
maining liability on conditional sales contracts. 
Net loan values of insurance policies should be 
determined only by taking into account any 
loans against policies. 

Without this meticulous care, some assets 
may rise substantially but with liabilities 
mounting as fast as or faster. This cam give a 
false picture of net worth. Playing down some 
liabilities may deplete some assets. If these 
liabilities have been reported in earlier balance 
sheets, their reduction or absence from the 
current balance sheet will be reflected in net 
worth. Unless all assets and all liabilities are 
taken into account, net worth may appear to 


be better or worse than the facts would 
indicate. 


CLINI-CLIPPING 


METHOD OF PLACING A POSTERIOR NASAL PACK IN THE TREATMENT OF EPISTAXIS. 


a. Pull small catheter out of mouth; b. Catheter with pack tied with doubie silk 
suture; c. Pack tied with double and single suture; d. Adhesive holding single suture 


in place; e. Double sutures ready to be held in place by adhesive. 
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Your Last Will 


and Testament 


JESSE BREMNER 


A surprisingly large number of 
people die intestate; that is, they do not leave 
a will disposing of their possessions. In a poll 
of Columbia University’s professional schools, 
nearly half of the 45,000 persons answering the 
questionnaire admitted having no will. Twenty- 
five percent of the attorneys polled pleaded 
guilty to this oversight. 

Obvious fact overlooked by persons failing 
to make a will is this: Each person’s leasehold 
on life is of uncertain duration. A younger 
physician may die without a will just as may 
an older physician. Probably a good many 
physicians, as do others outside the profession, 
delude themselves that they'll make a will when 
their “time comes.” This overlooks one im- 
portant hazard about which physicians espe- 
cially should be alert: the manner of death 
may not include either time, opportunity or 
physical or mental condition for last-minute 
making of a will. Moreover, hastily drawn 
wiils made in contemplation of immediately 
impending death may be made with too little 
reflection and fail of their objective. They may 
be defective and be easily contested. 

Leaving a substantial estate is not a satis- 
factory substitute for a will. In fact, a smaller 
estate backstopped by a will may accomplish 
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more for survivors a testator wishes to provide 
for than a larger estate without a will. 

Frankly, this article is written to alert physi- 
cians to the dangers inherent in failing to have 
a will. It is not a do-it-yourself treatise. 

Without a will, there may be great hardship 
and personal tragedy for the survivors. There 
may be wrangling and ill will which could have 
been largely avoided. There may be consider- 
able delay in distributing an estate and estate 
values may shrink. 

The respective states have laws governing 
the distribution of the property of persons who 
die without a will. This misleads a good many 
otherwise sensible people into believing the 
state, when it steps in, will make an equitable 
distribution of the estate, and that this will 
suffice as well as a will. 

Unfortunately, the state is rigidly bound to 
make a distribution in a manner prescribed by 
law. It cannot gaze into a crystal ball and 
fathom the wishes of the deceased. 


Law of Descent 


In many instances, survivors who in life 
were nearest and dearest to the deceased do 
not appear in the proper order of descent in 
their relationship. The various states spell out 
in an arbitrary order of relationship who may 
inherit in the absence of a will. The result may 
be that certain survivors will be favored and 
others may be eliminated. This will occur re- 
gardless of the deceased person’s intentions in 
life which, through procrastination, were never 
committed to paper. Not infrequently, part or 
all of an estate ends up in the possession of 
the one person above all others whom the de- 
ceased did not wish to benefit by his death. 
In the absence of a will the relationship is de- 
termining. 


Who Benefits? 


By making a will, a physician expressly sets 
forth which persons, related to him or not, he 
wishes to share his estate and to what extent. 
He may wisely mention certain persons to 
whom he leaves nothing. A wi!l may specifi- 
cally mention certain survivors who, prior to 
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the testator’s demise, were otherwise provided 
for. Many people, mindful of estate taxes, 
make periodic gifts to certain persons instead 
of lump sum conveyance after death. 
Periodic Review 

Even those physicians who now have a will 
should not assume it will suffice indefinitely. 
A physician may need to reexamine his will 
as his fortunes change for the better or for the 
worse with the passage of time. 

A will which at time of signing reflects a 
testator’s wishes may fail to do so after a few 
years. He may acquire additional children, by 
birth or adoption, to whom he wishes to make 
bequests. His children may marry and have 
offspring. He may wish to remember grand- 
children in his will, even if only with token 
bequests. 

Marriages, deaths or divorces occurring 
among those mentioned in a will may require 
its revision. The sale, loss or gift of property 
set forth in a will may make rewriting impera- 
tive. A replacement should be named in the 
event an executor dies. 


Residuary Estate 


In making bequests of specific items in the 
estate, such bequests may become excessive in 
the aggregate, even if such was not the case 
at time of signing the will. This can come 
about through shrinkage in the value of other 
estate assets not so bequeathed, and which con- 
stitutes the residue. A testator may intend that 
his principal legatee be provided for by receiv- 
ing the bulk of the estate in the form of the 
estate residue. If this intention is to be effec- 
tive at time of death, a will made years earlier 
may need to be redrawn to reflect changing 
and decreasing values in the residue. Bequests 
to those other than the principal legatee may 
need to be reduced or be eliminated entirely to 
the end that the residue be increased. 

When specific property is bequeathed, a 
testator’s wishes may be defeated by the chang- 
ing values of the bequeathed items. This can 
leave an unintended additional legacy of ill will. 
For example, a son may be left a piece of real 
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estate while a daughter is given a block of 
stock. At the time the will was drawn, these 
two bequests may have had practically iden- 
tical values, reflecting no favoritism, as none 
was intended. At the time of the testator’s 
death, years later, the stock may be worth twice 
the value of the real estate, or vice versa. 


Last 


In determining the equitable distribution of 
his estate, a physician may fail to take into 
account the possibly heavy expenses incident 
to his last illness and funeral or the accumu- 
lated debts which must be honored. This too 
may sharply reduce the residuary estate if he 
has been too generous with those other than 
the principal legatee named to get the residue. 
His principal legatee may end up that in name 
only. Conceivably there may be no residue. It 
has happened often. 

In making a will, disposition often fails to 
take into account the impact of Federal and 
state estate taxes. After this claim is satisfied, 
and all bills are paid, the estate available for 
distribution may fall far short of what the 
testator contemplated it would be when he made 
his will. Here too, the residuary distribution 
may be far less than the amount the deceased 
expected to leave his principal heir or heirs. 
This situation may also prompt revising down- 
ward or eliminating certain specific bequests. 


Some Estate Tax Savings 


The federal tax law has many provisions 
which may be availed upon to substantially re- 
duce estate taxes. Some examples are: 

A. A marital deduction is allowed for the 
value of property left to a surviving spouse. 
It is limited to 50% of the adjusted gross estate 
and is deductible only when the property is 
left to the surviving spouse outright or in any 
of several specified ways. 

B. Life insurance proceeds will not ordi- 
narily be included in the insured’s gross estate 
when the ownership of this life insurance is in 
the name of the beneficiary, even through the 
premiums may have been paid by the 
insured. 
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C. The gross estate may be reduced by gifts 
of property during life to spouse and children, 
which may cost nothing in gift taxes because 
of annual exclusions, gift tax, marital deduc- 
tion, etc. 


Estate Tax Funds 


A physician, mindful of the estate tax, may 
try to accumulate quick assets to satisfy the 
estate tax after his demise. He may also have 
other quick assets to protect estate values, and 
to avoid the need for forced sale of some assets 
to get quick cash. 

A cautioning word: Such assets set aside 
for estate tax or other purposes may be insuffi- 
cient to meet the estate tax claim. This can 
come about through erroneously assuming such 
funds are not part of the estate and, therefore, 
are not subject to estate tax. They are! They 
are part of the estate. Therefore, in effect, 
there is a tax on such tax setasides. 


Attorney 


This article deliberately has avoided any 
discussion of those aspects of the subject which 
might encourage the writing of do-it-yourself 
wills. Instead emphasis has been placed on 
those points to which physicians need to be 


alerted and which, otherwise, might be neg- 
lected. 

A will drawn by a layman, no matter how 
brilliant he may be outside the legal field, is 
very likely to be defective. Certainly it repre- 
sents a dubious saving of a very moderate legal 
fee compared to the estate at stake. It has 
been aptly observed that when a layman is 
his own attorney he has a fool for a client. 

A will drawn by an attorney will reduce 
sharply the risk of it being contested success- 
fully, or even being challenged. It will be put 
in the correct legal form, be couched in legal 
language and reflect the testator’s express de- 
sires for the disposition of his estate. 

Too often, a layman undertaking to be his 
own attorney says things he did not mean to 
say and fails to say those things which need 
to be expressly set forth. He is likely to resort 
to ambiguous statements which must be re- 
solved by a court trying to interpret that which 
could have been made explicit and unmistak- 
able by legal counsel. 

Once a will is drawn by an attorney, it should 
not be tinkered with, altered or changed in any 
way by the testator himself. Even the adding 
of a codicil should be made only by legal 
counsel. 
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This 648-bed general hospital in New 
York City has gained wide recognition 
for research in the fields of cardiology, 
cancer, neuropathology, hematology & 


atomic medicine. 


MONTEFIORE HOSPITAL 


7 year New York’s Montefiore 
Hospital marked its 75th anniversary. 

Since that day back in 1884 when it was 
named for philanthropist Sir Moses Montefiore, 
the hospital has grown tremendously and under- 
gone changes which reflect advances in medical 
science and patient care. 

Montefiore first opened its doors as a home 
for the incurably ill. Though long past this 
phase of its development, it remains the na- 
tion’s largest voluntary hospital for the treat- 
ment of long-term illness. 

Today, Montefiore is a community general 
hospital and teaching and research center. Its 
pioneering work in developing new concepts in 
patient care has made it unique among com- 
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munity hospitals in the United States. 

A nonprofit, nonsectarian hospital, Monte- 
fiore is a member of the Federation of Jewish 
Philanthropies of New York. It occupies a 17- 
acre area in a quiet, residential section of the 
north Bronx, New York City. 

The hospital currently has a capacity of 648 
beds, of which 297 are ward beds, and the 
remainder private and semiprivate. Service pa- 
tients are admitted to six major clinical divi- 
sions: medical, neoplastic, pulmonary, neuro- 
logical, surgical and neurosurgical, each headed 
by a full-time chief. Either within these major 
divisions or as independent activities, there are 
virtually all of the specialties and subspecialties 
of medicine. 
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Cardiac catheterization team in action. 


In all categories, more than 10,000 
patients are served annually by the 
hospital’s 500 attending physicians, 
128 residents and fellows, and 32 
interns. 

During 1957, there were over 400 
clinic sessions in the 28 clinics, with 
a total number of outpatient visits of 
more than 31,000. The active emer- 
gency room saw 700 patients during 
the year. 

For the past decade, Montefiore has been 
carrying forward a large-scale program of con- 
struction and modernization. When it is com- 
pleted (at a cost of $10 million), no hospital 
bed will be over seven years old, and there 
will be no essential physical difference between 
private and ward facilities. 

The $3 million Klau Pavilion, opened in 
June of this year, is the hospital’s newest build- 
ing, and is now being used to treat some 200 
general care patients. Early next year thé hos- 
pital’s Division of Psychiatry, including inpa- 
tient and outpatient facilities, will be housed 
in the Klau Pavilion. 


Philosophy 

Through the years the basic philosophy of 
the hospital has broadened to include not only 
the care of the long-term sick, but general 
medical care for the entire community. Monte- 
fiore recognizes that not only must all the 
facilities, skills and techniques of medical 
science be applied to the patient and his illness, 
but there must also be concern for his emo- 
tional, social, environmental and economic 
problems. 

All these factors must be taken into account 
for high level, total medical care. 

In addition to its exploration of new con- 
cepts in patient care programs and social medi- 
cine, Montefiore enjoys a world-wide reputation 
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as a center for research in many areas, includ- 
ing cardiology, cancer, neuropathology, hema- 
tology, atomic medicine. 

It was at Montefiore that Dr. Daniel Laszlo, 
chief of the hospital’s Division of Neoplastic 
Diseases, until his untimely death in 1958, 
made his landmark discoveries of the uses of 
Strontium 90. The hospital’s Neuropathology 
Laboratory, under the direction of Dr. Harry 
Zimmerman, is among the largest in the world, 
containing specimens of some 40,000 human 
brains. 

As a result of independent research in its 
Surgical Division, under Dr. Elliot Hurwitt, 
Montefiore has emerged as one of the nation’s 
leaders in open-heart surgery. Today, its open- 
heart teams perform an average of two such op- 
erations each week. Also in the area of cardiac 
research, the work of Dr. Louis Leiter and 
his associates in the control of edema has won 
national recognition. 

Montefiore has undergraduate and post- 
graduate teaching affiliations with the College 
of Physicians and Surgeons of Columbia Uni- 
versity and the Albert Einstein College of 
Medicine. 


"Daily living kitchen" is one of Mon- 
tefiore’s unique rehabilitation projects. 
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Well-equipped dental department 
supports the Hospital's concept 
of total patient care. 


Montefiore's active Emergency Room 
is an important training ground. 


Frequent radiology conferences are attended by staff doctors. 


The hospital also maintains a fellowship 
fund for the special training of qualified grad- 
uates of its house staff and other promising 
young physicians. Its objective is to build a 
reservoir of highly qualified physicians for 
future service on the attending staff of Monte- 
fiore or other institutions. 

More than 20 years ago Montefiore initiated 
its program of appointing full-time department 
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heads. Today every major division, many of 
the smaller independent departments, and many 
individual activities are headed up by full-time 
personnel, numbering almost 50, whose only 
obligation is to the hospital, its patients, edu- 
cational program, and its research. 

In addition, an attending staff numbering 
almost 500 has been built up. Virtually all of 
these physicians are members of the various 
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specialty boards. Members of Montefiore’s at- 
tending staff not only utilize the hospital in 
connection with their private patients, but they 
all participate actively in the teaching programs. 
A great,many as well are involved in one way 
or another with the more than 100 research 
projects presently under way at the hos- 
pital. 

For the benefit of the resident staff and to 
insure the continuous learning process for the 
attendings, there are in an average week as 
many as 140 formal teaching activities includ- 
ing clinical rounds, teaching conferences, semi- 
nars, clinical-pathological conferences. 


Programs 


The hospital is approved by the Joint Com- 
mission for Hospital Accreditation of the 
American Medical Association, the American 
College of Surgeons, the American Dental 
Association, and the American Hospital Asso- 
ciation. 

The AMA has approved residencies at 
Montefiore in anesthesiology, medicine, neo- 
plastic diseases, neurology, neurosurgery, 
ophthalmology, pathology, pulmonary diseases, 
physical medicine and rehabilitation, radiology, 
radiotherapy, social medicine, surgery, and 
thoracic surgery. 

Montefiore Hospital will shortly enlarge its 
residency training program to include ortho- 
pedics, pediatrics, plastic surgery, and 
urology. 

In addition to the medical residencies offered, 
the forward-looking philosophy of the hospital 
makes it particularly attractive to those seeking 
residencies in hospital administration. The hos- 
pital usually maintains two residencies in this 
specialty. 


Library 


The Montefiore library consists of more 
than 17,000 volumes, including textbooks, 
monographs, reference books and bound vol- 
umes of periodicals. The library subscribes to 
254 medical periodicals, including many foreign 
journals, and contains almost unbroken files 
of many titles; for example, Lancet, from 1823 
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DIVISIONS, INDEPENDENT SERVICES, UNITS 


Dental Department 
Division of Diagnostic Radiology 
Laboratory Division 
Medical Division 
Cardiac Catheterization Unit 
Cardiology 
Cardio-vascular Metabolic unit 
Dermatology Service 
Medical Physics 
Pediatrics 
Neoplastic Division 
Cancer Detection Clinic 
Division of Neurology 
Headache Unit 
Division of Neurosurgery 
Physical Medicine and Rehabilitation De- 
partment 
Division of Pulmonary Diseases 
Radiotherapy Department 
Division of Social Medicine 
Family Health Maintenance Demonstration 
Home Care Department 
Jobs for the Homebound 
Medical Group 
Social Service Department 
Surgical Division 
Anesthesiology Service 
Gynecology Service 
Ophthalmology Service 
Orthopedic Service 
Otolaryngology Service 
Peripheral Vascular Diseases 
Plastic Surgery 
Peroral Endoscopy Service 
Podiatry Service 
Urology Service 


to date, the American Journal of the Medical 
Sciences, 1827 to date. 

The reading room is large and pleasant, and 
there is a comfortably furnished lounge at the 
rear of the stacks. The library is open daily 
from 9 A.M. to 9 P.M. Reference aid is pro- 
vided, and interlibrary loans obtained. 

Modern single rooms and a few doubles are 
provided as quarters for the house staff. Though 
Montefiore is unable to provide facilities for » 
staff members and their wives, it is not difficult 
to find accommodations in the immediate 
vicinity of the hospital. 

The hospital makes every effort to employ 
the wives of house staff members, especially if 
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INDEPENDENT SERVICES 


. Robert G. Bloch, 
Pulmonary Division 

. Charles Botstein, 
Radiotherapy Department 

. Charles A. Carton, 
Division of Neurosurgery 

. Karl Harpuder, 
Department of Physical Medicine and 
Rehabilitation 

. Elliot S. Hurwitt, 
Division of Surgery 

. Harold Jacobson, 
Division of Diagnostic Radiology 

. Edith Kepes, 
Anesthesiology Service 

. Louis Leiter, 
Division of Medicine 

. Tiffany Lawyer, Jr., 
Division of Neurology 

. George Silver, 
Division of Social Medicine 

. Harry M. Zimmerman, 
Laboratory Division 


they are registered nurses or laboratory tech- 
nicians. 

In addition to social events for house staff 
arranged at the hospital, the institution is so 
situated in New York City that staff doctors 


can avail themselves of the many cultural and 
recreational activities in the area. The hospital, 
from time to time, makes available tickets for 
concerts and plays. For those interested in 
sports, Montefiore is located close to golf 
courses, maintains two tennis courts, and has 
an arrangement with a nearby school where 
the swimming pool and basketball facilities 
may be used. 


Surgery 


Surgery at Montefiore is now performed in 
operating rooms in the recently completed 
DeJonge Surgical Pavilion, among the world’s 
most modern and well-equipped. The facility 
contains eight major and two minor operating 
rooms, a postoperative recovery suite, an ortho- 
pedic cast room, anesthesia induction room, 
dark room, cystoscopic suite, a laboratory for 
the rapid diagnosis of tumors while the patient 
is still in the operating room, doctors’ and 
nurses’ dressing areas and offices. 

During the past year, the quality of Monte- 
fiore’s cardiac surgery has attracted widespread 
attention. 

Many improvements of the pump-oxygen- 
erator and related equipment have been per- 
fected at the hospital, and Montefiore’s 18- 
member open-heart teams now perform two 
open-heart operations each week. 


"OFF THE RECORD..." 


Share a light moment or two with 
readers who have contributed stories of 
humorous or unusual happenings in 
their practice. PAGES 25a and 29a. 
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FOR THE SUCCESSFUL PHYSICIAN 


Prepared especially for Medical Times by C. Norman 
Stabler, market analyst of the New York Herald Tribune. 


THERE’S MANY A SLIP 


No year in recent history has opened with 
more of a blare of trumpets as to the great 
prosperity that lies immediately ahead of us. 
Skeptics recall the familiar stock market saying 
—and Wall Street has many of them—that 
when everyone holds a unanimous opinion, its 
time to watch out. 

Economics is an imperfect science at best, 
and the same applies to the stock market. 
Shortly after the turn of the year, when we 
were assured we would have a steel industry 
that operates, the stock market developed one 
of its contrary habits and turned into a sharp 
downward trend. The market, because it re- 
flects the mass opinion of hundreds of thou- 
sands of investors, was saying in effect that 
doubts were arising whether the year would 
be as bountiful as the soothsayers of a couple 
of months ago predicted. 

There’s many a slip between the cup and the 
lip, and there can be many a slip in the stock 
market even when the best minds assure us, 
and rightly, that the economy is going to move 
ahead, for this year, the new decade, and pre- 
sumably indefinitely. 

Why do we see these doubts arising? There 
are many familiar explanations. These include 
high money rates, which make it more difficult 
for the business man and the individual to 
borrow, and move bond yields to far in excess 


(VOL. 88, NO. 3) MARCH 1960 


of what could be received from stocks; the steel 
settlement, which was a victory for the unions 
and may well set a pattern for inflationary 
settlements in other key industries; the matter 
of growing foreign competition, for in Europe 


and Asia there are many countries that can 
lay down products in our ports, pay our high 
tariffs, and still undersell our manufacturers 
because of our prevailing high wage rates; and 
there is the historical fact that the bull market 
is old, and in some cases has boosted stocks to 
a price/earnings ratio where they are clearly 
discounting the good times ahead long before 
earnings justified current values placed on 
their shares. 


ae 


(reserpine €1BA) 


The patient, L.J., age 40, carried with him throughout the day 
a burden of worries, doubts and fears. 


At time of consultation, his blood pressure was 180/120 

: mm. Hg. He was particularly nervous about the effect his 
condition might have on his job, his future, his home and 
family life. 


Thorough physical examination, including EKG, renal function, 
examination of ocular fundi, and a test to rule out pheochro- 
mocytoma, disclosed nothing of importance. 


Diagnosis: essential hypertension. 
Treatment: Serpasil 0.25 mg. q.i.d. 


With Serpasil, L. J. is better able to deal with his every- 
day problems. One month after starting therapy, his 
blood pressure has decreased to 120/90 and has 
remained steady on reduced dosage (0.25 mg. b.i.d.). 


Physician's Comment: “in addition to its favorable 
influence on his blood pressure, Serpasil improved this 
patient’s emotional problems. The only side effect has 
been a slight degree of sleepiness." 


SUPPLIED: Tablets, 0.1 mg., 0.25 
mg. (scored) and 1 mg. (scored). 
Complimentary supply on request. 


SUMMIT- NEW JERSEY 


ANXIETY: A PRIME FACTOR 
IN HYPERTENSION 


Wilfred Dorfman, M.D., F.A.C.P. 


President, Academy of Psychosomatic Medicine 
Assistant Attending Physician, 

Dept. of Medicine, Maimonides Hospital of Brooklyn 
Senior Psychiatrist, Brooklyn State Hospital 
Clinical Instructor in Psychiatry, 

New York School of Psychiatry 


My experience, and it is not unique, indicates that emo- 
tional factors play a vital role in the pathogenesis, symp- 
tomatology, prognosis and treatment of hypertension. 


Anxiety, for example, can produce vasoconstriction, 
thereby raising blood pressure. And anxiety-induced_ 
blood pressure elevations that are transient in the late 
teens and early twenties frequently become sustained 
in the forties and fifties. 


Hypertension “symptoms” such as headache, dizziness 
and fatigue (which often are not directly related to the 
level of the blood pressure) may actually stem from 
unresolved tension, as may associated symptoms like 
tachycardia, excessive perspiration and cold hands and 
feet. For the most part, high blood pressure patients are 
not —as popular conceptions would have us believe — 
bellicose, expansive individuals. Aggressive they may 
be, but their aggressive impulses are, characteristically, 
turned inward. Clinically one usually finds they are 
too tranquil, too self-controlled. Beneath their placid 
exteriors lie tensions that may well be responsible for 
much of their symptomatology. 


Emotions affect prognosis in hypertension, too. It ap- 
pears that acute psychic stress is one of the triggers that 
suddenly sets off the malignant phase in patients whose 
hypertension has run a long benign course. 


How to “Listen” for Anxiety 


Because of its multiple effects, it is important to assess 
the degree of anxiety in the hypertensive patient. What 
he says and how he says it are significant indicators. 
Here are some of the things to listen for: Is the patient’s 
speech too rapid, incessant, occasionally incoherent? Is 
his story disorganized? Does he relate multiple somatic 
complaints, which follow no known disease pattern? 
Does he flit from one symptom to another without 
pause, or does he elaborate on each in infinite detail? 
Does he reveal feelings of panic which are associated 
with his symptoms? 

These are all signs suggestive of anxiety. By being alert 
for them the physician becomes more sensitive to his 
patient’s needs. Thus he will avoid casual, inadvertent 
remarks which in anxious, over-reactive hypertensives 
may be prejudicial. Equally important, he will be able 
to plan a therapeutic program that will control his 
patient’s anxiety-induced symptoms as well as his high 
blood pressure. 2/2708 wx 
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Less well advertised, but a factor which 
may be causing some economists to revise their 
thinking on the prosperity due this year, is the 
effect of high interest rates on the mortgage 
market. The price an individual has to pay to 
secure a loan on the house he hopes to build 
counts heavily with the decision he will make 
—to build or not to build. 

Presumably this will be a good year in heavy 
construction, such as highways and industrial 
plants. The big question mark is the amount 
of new home building. There have been many 
estimates. If mortgage money remains tight, 
we must assume the economy faces a drop in 
this vital area. Fewer home starts have an 
immediate repercussion on virtually all mar- 
kets, including building materials, land values 
and the labor market. 

We hear reports that “mortgage money sim- 
ply isn’t available.” That is not literally true. 
What is meant is that the price is so high that 
most applicants turn away. We expect no 
relief on this front will become available this 
year. There are those of us who believe that 
high interest rates will attract additional funds 
to the mortgage market and thus there will be 
plenty available. 


Aside from the cost of money in building 
a new house, there is the matter of material 
and labor costs, Roy Wenzlick, head of a St. 
Louis research firm, estimates they will be 3 
per cent higher this year than they were last. 
He looks for a 10 to 15 per cent drop in home 
building starts. 

High interest rates will be a restrictive factor, 
he said, adding that while money for mort- 
gages will be tight it still will be available for 
those willing to pay the price. He predicted 
the average mortgage nation-wide will cost 
about 6 per cent, against 5.87 in 1959. Over the 
next decade, he said, mortgages will continue 
at the 6 per cent level. 

The higher interest rates, however, will not 
prevent over the long pull the occurrence of 
another building boom, he asserted. He pre- 


HIGHER BUILDING COSTS 


If that be true, we won’t have to worry about 


the number of new home starts. Our own 
opinion is in line with that of Raymond Rogers, 
professor of banking, at New York University, 
who recently took the opposite view in address- 
ing a conference of senior executives of the 
Mortgage Bankers Association of America. 
Taking issue with the school of thought that 
holds that present rates will attract mortgage 
money, he said that, “inflationary pressures, 
such as the steel-wage settlement, will reduce 
the flow of funds into mortgages and bonds as 
people try to provide the purchasing power of 
income and principal. Even more important, 
these inflationary aspects will cause people to 
spend more and save less.” 

In predicting continued high interest rates in 
1960 he believes only “a consequential break” 
in the stock market, or in business activity, can 
materially reduce interest rates this year. 

“From the foregoing,” he asserted, “it seems 
clear that discounts and higher mortgage rates 
will push up housing costs all through 1960. 
Adding to these greatly increased land costs, 
the higher tax costs and the higher wage costs, 
the financing needs of the building industry 
will be a real problem in the months ahead.” 


dicted that housing sales will increase as soon 
as the public becomes accustomed to the 
higher rates. 

Mr. Wenzlick said that although the nation 
is making a “valiant effort” to curb inflation, 
it will continue over the next decade but at 
a slower rate. He said he looks for an annual 
increase in overall costs of 1 to 1% per cent 
during the next decade, against 242 to 3 per 
cent in the postwar period. 

The economist noted that building costs have 
always increased at a faster rate than the cost 


The information set forth herein was obtained from 
sources which we believe reliable, but we do not guar- 
antee its accuracy. Neither the information nor any 
opinion expressed constitutes either a recommendation or 
a solicitation by the publisher or the authors for the pur- 


chase or sale of any securities or commodities. 
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METRETON TABLETS iii 
regardless of place, regardless of time... 
effective Rx for food sensitivity—rapidly 


clears urticaria due to food allergies 


METRETON® Tablets, corticoid-antihistamine compound 


By, 
- 
4, 


—— 


more doctors are prescribing 
more patients are receiving the 
= more clinical evidence exists for - 


in conga e failure 


“Chlorothiazide was given to 16 
patients for a total of 295 patient- 
treatment days.” “Chlorothiazide is 
a Safe, oral diuretic with a clinical 
effect equal to or greater than a 
parenteral mercurial.” Harvey, S. D. 
and DeGraff, A. C.: N. Y. State J. 
Med., 59:1769, (May 1) 1959. 


DOSAGE: Edema—One or two 500 mg. tablets 
DIURIL once or twice a day. Hypertension— 
One 250 mg. tablet DIURIL twice a day to 
one 500 mg. tablet DIURIL three times a day. 


in hypertension 


‘|. . Our program has been one of 
polypharmacy in which we attempt 
to deplete body sodium with chloro- 
thiazide. This drug is continued in- 
definitely as background medication 
for all antihypertensive drugs.” 
Moyer, J. H.: Am. J. Cardiology, 
3:199, (Feb.) 1959. 


in edema 


“Chlorothiazide is an excellent agent 
for relief of swelling and breast sore- 
ness associated with the premen- 
strual tension syndrome, since all 
patients [50] with these complaints 
were completely relieved.” Keyes, 
J. W. and Berlacher, F. J.: J.A.M.A., 
169:109, (ian. 10) 1959. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL 
(chlorothiazide) in bottles of 100 and 1,000. 

DIURIL is a trademark of Merck & Co., INC. 

Additional information is available to the physician on request. 
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(CHLOROTHIAZIDE) 


than for all other diuretic-antihypertensives combined! 


in edema of pregnancy 
Ly 


“One hundred patients were treated with 
oral chlorothiazide.” ‘‘In the presence of 
clinically detectable edema, the agent was 
universally effective.” “Chlorothiazide is 
at present the most effective oral diuretic 
in pregnancy.” Landesman, R., Ollstein, 
R. N. and Quinton, E. J.: N. Y. State J. 
Med., 59:66, (Jan. 1) 1959. 
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“All three of the patients with Laen- 
nec’s cirrhosis, ascites and edema 
had a favorable response, with a mean 
weight loss of 8 Ibs., during the five- 
day treatment period with a slight 
decrease in edema.” Castle, C. N., 
Conrad, J. K. and Hecht, H. H.: Arch. 
Int. Med., 103:415, (March) 1959. 
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“In a study of 10 patients with the 
nephrotic syndrome associated 
with various types of renal disease, 
orally administered chlorothiazide 
was a Successful, and sometimes 
dramatic, diuretic agent.” Burch, 
G. E. and White, M. A., Jr.: Arch. 
Int. Med., 103:369, (March) 1959. 


€> MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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’ of living and cited two reasons: (1) less effici- 
ency in construction than general manufacturing 
and (2) long-haul freight costs (most items that 
go into construction must be transported great 
distances). 

‘Nevertheless, he said, a man building his 
own house these days is better off than in 
nearly any other period in recent history, in 


terms of the amount of weeks’ pay it requires 
for him to meet the cost. For example, he 
said the average industrial worker in 1913 
had to work 502 weeks to pay for his house 
even without income taxes. 

The equivalent dwelling today requires 328 
weeks pay at the most unfavorable tax 
rate. 


THE SCIENTIFIC SIXTIES 


This decade has been predicted as being the 
“fabulous” — “dynamic” — “golden” — and 
“surging” sixties. The firm of Harris, Upham 
& Co. says it would rather term the period, 
“The Scientific Sixties” because technological 
progress should be the outstanding accomplish- 
ment of the decade. 

Some sources have estimated that 50 percent 
of the things we will use and buy in 1975 are 
not produced or even known today. This will 
create opportunities for alert investors with 
good sources of information. It will be a vic- 
iously selective ten years when it will be vitally 


necessary to keep abreast of scientific develop- 
ments. Some industries and companies will 
benefit—others will be harmed. Careful selec- 
tion and sound analysis should be more re- 
warding than ever. 

The industries expected by the firm to grow 
the most in the next ten years are—amissile, 
drug, atomic energy, business equipment, air- 
line, electronic, electric equipment, aluminum, 
paper, plastic and natural gas. 

In the past ten years the stock market has 
had the largest gain of any decade, at least 
since 1900, and perhaps the largest in history. 
It lists the changes in values of the Dow Indus- 
trial average as: 

1900-1910 up 44.5% 
1910-1920 up 10.6 
1920-1930 up 124.5 
1930-1940 down 61.0 
1940-1950 up 31.2 
1950-1960 up 239.0 
Avg. Gain per Decade—65 % 


LET’S BUILD WITH PAPER 


The three little pigs, as we recall, built three 
houses—one constructed with sticks, one with 
straw, and the third with bricks. Only number 
three lasted when the big bad wolf started 
puffing. 

It isn’t recorded that any pig, or human, 
ever attempted to build a house with paper, 
but now that we are steeped in the subject, 
be it noted that a California builder and 
inventor, Hal B. Hayes, foresees such a thing if 
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building codes and unions get tougher. He 
heads a $32,000,000 concern in Los Angeles 
known as Hal B. Hayes Contractor, Inc. He 
says he has designed and engineered such a 
structure that is strong, fire-resistant, flood- 
proof and impervious to the elements. 

Paper houses, if they are permitted, could 
be constructed to cost $5,000 for a two-bed- 
room home. They would be made of pulp 
specially treated with a chemical plastic. They 
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well balanced therapy 
heumatic disorder 


The combined action of 
phenylbutazone and prednisone in 
Sterazolidin results in striking 
therapeutic benefit with only 
moderate dosage of both active 
agents. 


In long-term therapy of the major 
forms of arthritis, control is 
generally maintained indefinitely 
with stable uniform dosage safely 
below that likely to produce 
significant hypercortisonism. 


In short-term therapy of more acute 
conditions Sterazolidin provides 
intensive anti-inflammatory action to 
assure early resolution and recovery. 


Sterazolidin®, brand of prednisone- 
phenylbutazone: E ach capsule contains 
prednisone, 1.25 mg. ; Butazolidin® (brand of 
>, 50 mg. ; dried aluminum 

ydroxide gel, 100 mg. ; ; Magnesium trisilicate, 
150 mg. ; homatropine methylbromide, 1.25 mg. 
Bottles of 100. 


Geigy, Ardsley, New York Geiny 
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would be held together in tension, the same 
principle that is engineered into the George 
Washington Bridge in New York. 

The houses would be molded together and 
sealed by giant stapling machines, resembling 
large sewing machines, and they could be con- 
structed in a week. 

Since his idea is being delayed in the United 
States, Mr. Hayes may turn to foreign lands 
to erect these paper houses. He is looking to 
Europe, South America and Asia as possible 
fields. He indicated Florida might be a state 


one of the nation’s largest home builders. His 
company currently has contracts for $114,- 
550,000. 

This 47-year-old contractor is regarded as 
a genius in concrete. Many of his 60 patents 
cover construction machinery and methods. He 
has built a prefabricated concrete house in 34 
minutes as a demonstration, and a poured con- 
crete one in a day. However, he used the ma- 
terial available on the spot in his construction. 

The Hayes company employs around 9,000 
workers and handles a project from start to 


where he could operate in paper housing, but 
he isn’t sure. 
Hayes is no dreamer in construction. He is 


finish, including engimeering, construction, 
water works, sewerage, rdads, shopping center, 
postoffice, and all other facilities. 


THEY HAVE FIRST CLAIM 


Most corporations have either preferred 
stock or bonds outstanding. Many have both. 
There are a few, however, that have been able 
to keep out of debt. 

Thus earnings (net after all taxes and ex- 
penses)—accrue to the holders of the com- 


mon stock. They have the first, and the only, 
claim on net income. 

“The Financial World’, a few weeks ago, 
compiled the following table of fifteen well 
known names in this happy position. The list 
follows: 


FIFTEEN DEBT FREE CORPORATIONS 


EARNED PER SHARE 


? MONTHS 
1959 1958 


$2.43 $2.19 


PAID CURRENT 
SINCE 


1926 


AMERICAN CHICLE 


CHASE MANHATTAN a4.05 4,94 3.55 1848 $2.40 
a CREAM OF WHEAT 1.18 1.18 740 2.49 1900 2.00 Aa 
FIRST NATIONAL STORES 62.47 62.55 c5,28 c5.37 1918 2.50 
GILLETTE 2.42 2.97 2.80 1906 2.87% 
INTERNATIONAL NICKEL 3.99 2.08 5.90 1934 3.00 
PENICK & FORD 2.14 2.41 3.44 1929 2.20 
PENNEY (J.C.) 2.38 b1.85 6.00 1926 4.50 
PHELPS DODGE Kee 2.05 3.60 4.35 1934 3.00 f, 
ig ROCKWELL-STANDARD ait 0.94 1,75 3.20 1936 2.00 “4 
RUBEROID 1.80 2.56 350 1889 2.20 
i SUNSHINE BISCUITS 4.68 4,93 6.86 6.48 1927 4.40 4 
% TIMKEN ROLLER BEARING 4.23 1.16 2.10 3.89 1922 2.40 
B U.S. PLAYING CARD 1.09 1.07 1.40 1.22 1896 1.35 
WAUKESHA MOTOR {1.41 £0.80 24.75 23.13 1922 2.50 
a a—Full year. b—Fiscal six months. c—Years ended March 31 of following year. e—13 4 
& months to January 31, 1959; fiscal year changed from December 31. f—Three months ended a 
‘ October 31. g—Years ended July 31 of following year. s—Voted 2% stock, January, 1960. < 
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A MERE $100 A COPY 


There is a new book called “Sleeping Beauty 
Between the Sheets”, (meaning balance sheets) 
but we regret that unless you can establish that 
you are a professional in the investment world 
you will not be permitted to buy a copy. At 
least that’s what the publisher’s publicity says. 
Wanna bet? 

The price is $100 a copy and the author is 
William J. Hudson Jr. Author Hudson says 
there are nearly four hundred companies listed 
in his book and that they have a combined 
book value of $10,000,000,000 but the market 
price of their stock is a piddling $5,500,- 
000,000. 

He bestows the term “Sleeping Beauties” to 
those corporations that have common stocks 
selling below book value and at, near, or be- 
low net current asset value. 


FIRE AND CASUALTY OUTLOOK 


The underwriting depression of 1956-1958 
has ended, in the opinion of “The Value Line 
Investment Survey,” which expects this year to 
give fire-casualty insurance companies their 
best underwriting earnings since 1955, and in 
some cases the best since 1949. 

Investment income will probably climb to 
another new high, the survey continues, on the 
strength of an estimated 8 to 9 percent ad- 
vance in corporate dividend payments and a 
further rise in the average yield on bond port- 
folios. 


THE DEEJAY INDEX 


A number of Organizations compile aver- 
ages for the purpose of studying the stock 
market. The one most frequently mentioned 
is the Dow Jones average of thirty industrial 
common stocks. 

Reviewing the history of this compilation, 
and how it arrives at its figures, David L. 
Babson & Co., Boston, recalls that the first 
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GUIDE FOR INVESTORS 


Based on recommendations of the 
Securities and Exchange Commis- 
sion in cooperation with the New 
York Stock Exchange, American 
Stock Exchange, National Associa- 
tion of Securities Dealers and others. 


1. Think before buying, guard 
against all high pressure sales. 


2. Beware of promises of quick 
spectacular price rises. 


3. Be sure you understand the risk 
of loss as well as prospect of gain. 


4. Get the facts—do not buy on tips 
or rumors. 


5. Give at least as much thought 
when purchasing securities as you 
would when acquiring any valuable 


property. 


6. Be skeptical of securities offered 
on the telephone fromfany firm or 
salesman you do not know. 


7. Request the person offering se- 
curities over the phone to mail you 
written information about the corpo- 
ration, its operations, net profit, 
management, financial position and 
future prospects. 


. 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILTOWN’(meprobamate) now available 


“In 400 400 mg. continuous release capsules as 


Meprospan-400 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


@relieves both mental and muscular tension 
without causing depression 


@ does not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 
one capsule with evening meal 


Available: Meprospan-400, each blue capsule contains 
400 mg. Miltown (meprobamate) 


Meprospan-200, each yellow capsule contains 
200 mg. Miltown (meprobamate) 
Both potencies in bottles of 30. 
Q2PWALLACE LABORATORIES, New Brunswick, N. J. 


CME-8426 
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REHSULIN treats the dual problem 


(resorcin and sulfur compounds, Schieffelin) 


RESULIN treats your patient’s dual acne problem by effectively hiding the ‘‘ugly 
bumps’’ while it treats the skin. Applied directly to the blemishes, rEsuLIN 
concentrates the multiple corrective benefits of resorcin and sulfur at the 
affected spots. 

RESULIN dries and stimulates the skin, provokes moderate exfoliation, and 
guards against infection. Antipruritic action helps keep fingers away from the 
face. Your young patients will be grateful for their improved appearance from 
the first application of resutin. Samples and literature available on request. 


RESULIN® Compounds are indicated in all acne conditions. | RESULIN Ointment, 14 oz. tubes, Blonde and Brunette. 
RESULIN Lotion, 4 fl. oz. bottles, Blonde and Brunette. For dry-skin, comedo-type acne. 


For severe acne. RESULIN Soap with Salicylic acid. 4 oz. cakes. For 
RESULIN Lotion Modified, 4 fl. oz. bottles, Blonde and thorough medicated cleansing in all cases. 


Brunette. For mild acne or tender skin. Schieffelin 
c:: > 


Schioffelin Za Ea. / Sinee 47. IZ Pharmaceutical Laboratories Division, New York 3 
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Dow averages were in use well back in the 
last century but the first one to consist of 
industrial stocks alone was started in May, 
1896. The Dow-Jones Co. began publication 
of this on Jan. 2, 1897, at which time the 
index stood at 41. It comprised the following 
twelve stocks: 


AMERICAN COTTON OIL 
AMERICAN SUGAR 
AMERICAN TOBACCO 
GAs 

DISTILLING & CATTLE FEEDING 
GENERAL ELECTRIC 
LACLEDE GAS 

NATIONAL LEAD 

NorTH AMERICAN 
TENNESSEE COAL & IRON 
U.S. LEATHER PREFERRED 
U.S. RUBBER 


Over the years all of the original 12 stocks 
have been supplanted (although two, General 
Electric and American Tobacco, returned after 
lapses of some time), and many subsequent 
replacements have been made to reflect changes 
in the relative importance of industries. For 
instance, the first chemical company to appear 


Record profits for most steel companies are 
forecast by United Business Service, Boston, 
thanks to heavy demand, and it expects sev- 
eral stock splits and dividend increases. 

On the volume side it says total 1960 steel 
output is expected to reach 125 million tons 
against 93 million in 1958. The pinch on 
profit margins from the new wage contract 
should be moderate, it believes. While the new 
pact provides a labor cost increase of 39 cents 
an hour over the next 30 months, only 11 cents 
of this became effective in January and another 
14 cents next December 1. The remaining 14 
cent hike does not go into effect until October 
1, 1961. 

Because the industry has not made a sub- 
stantial wage boost since July, 1958, improve- 
ments in operating efficiency should enable 
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A BIG STEEL YEAR 


in the index was du Pont in 1924, and it was 
not until that same year that an oil company 
became a permanent fixture. Three oils and 
three chemicals are now represented. 

At various times the shares of the following 
have been included in the index: Standard 
Rope and Twine, Pacific Mail, Central Leather, 
Amalgamated Copper, Famous Players Lasky, 
Baldwin Locomotive, Studebaker, Hudson 
Motor, Nash-Kelvinator and Wright Aero- 
nautical. 

In 1916 the list was expanded to 20 and in 
1928 it was increased to the present number 
of 30. Victor Talking Machine, one of the 
companies added in 1928, was replaced by 
National Cash Register in 1929. The latter 
soon gave way to International Business Ma- 
chines but this in turn was supplanted by 
American Telephone in 1937. 

At that time Telephone was selling for around 
$200 per share. International Business Ma- 
chines was around $150. Each 1937 share of 
the latter would now be worth over $9,000, 
adjusting for all subsequent splits and stock 
dividends. Obviously if this change had not 
been made the Dow Average’ would now be 
far higher than its present level. 


most producers to absorb the January 1, 1960 
increase with but moderate damage to margins, 
the Service feels. Only if other costs spurt does 
it seem likely that steel managements will be 
forced to advance prices before the next wage 
hike toward the year end. Higher volumes will, 
of course, bolster profit margins. 
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“the most 
effective drug 


against tremor.. 


IN PARKINSONISM no other drug equals Parsidol in 
control of major tremor,' a key’symptom of Parkinson’s 
disease. By improving fine finger dexterity and muscular 
coordination, Parsidol helps increase functional efficiency. 


Parsidol also brightens the patient’s outlook and his self- 
confidence is restored as he finds himself able to do more 
things with gréater ease. Moreover, Parsidol is “very well 
tolerated by the geriatric patient,”'** who comprises two- 
thirds of the nation’s parkinsonian roster.* Effective by itself 
Parsidol is also compatible with most other antiparkinsonian 
drugs.'*4 Most patients respond to a maintenance dosage 


of 50 mg. q.i.d. 
brand of 
PAR I ethopropazine eae. 
aydrochloride 


worn: S 


PARKINSONISM 


1. Schwab, R. S. and England, A. C.: J. Chron. Dis. 8:488 (Oct.) 1958. 

2. England, A. C. and Schwab, R. S.: A.M.A. Arch. Int. Med. 104:439 (Sept.) 1959, 
3. Schwab, R. S.: Geriatrics 14:545 (Sept.) 1959. 

4. Doshay, L. J. et al.: J.A.M.A. 160:348 (Feb. 4) 1956. PAR-GPO2 
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CURRENT 


Wall Street firms are glad to supply those who are interested with 
views on various industries and companies. You can do us a favor 
if you mention Medical Times as the.source of your information. A 


partial list of such literature that has come to hand recently follows. 


READING 
FINANCI 
SUBJECTS 


SUBJECT 


Air Control Products, Inc. 
Ryan Aeronautical Co. 

P. Lorillard Co. 
American-Marietta Co. 
Frank G. Shattuck Co. 
Mead Corporation 

Imperial Chemical Industries 
New York Central 

United Air Lines 

Hoffman Electronics Corporation 
Continental Copper & Steel 
Indian Head Mills, Inc. 
Bendix Aviation Corporation 
Jones & Laughlin Steel Corp. 
Standard Packaging Corporation 
Ward Baking Co. 

Pacific Intermountain Express 
Dayton Rubber Co. 
Aerojet-General Corp. 
Ryder System, Inc. 

Int. Business Machines 
Amer. Machine & Foundry 
Allis-Chalmers Mfg. Co. 
Athabasca Tar Sands 
Springfield-Monarch Insurance 
Amer. Commercial Barge 
Natl. Distillers & Chemical 
Burlington Industries, Inc. 
Statham Instruments, Inc. 
Zale Jewelry Co. 
Midland-Ross Corporation 
Ferro Corporation 

A. O. Smith Corporation 
Fansteel Metallurgical Corp. 
Outboard Marine Corp. 
Klein Department Stores 
Anaconda Co. 

Richfield Oil Corporation 
Crocker-Angle Natl. Bank 
FXR, Inc. 

Republic Steel Corporation 
Harshaw Chemical 
Cunningham Drug Stores 
American Standard 

North American Aviation 
Celanese Corp. of America 
Aeroquip Corporation 
Motorola, Inc. 

Universal Match Corp. 


A. C. Allyn & Co. 

Jacques Coe & Co. 

Hayden, Stone & Co. 

Hayden, Stone & Co. 

Hayden, Stone & Co. 

Hayden, Stone & Co. 

Bache & Co. 

Bache & Co. 

Hecht & Co. 

H. Hentz & Co. 

H. Hentz & Co. 

H. Hentz & Co. 

Purcell & Co. 

Purcell & Co. 

Purcell & Co. 

Herzfeld & Stern 

Butcher & Sherrerd 

Butcher & Sherrerd 

Carl M. Loeb, Rhoades & Co. 
Carl M. Loeb, Rhoades & Co. 
Carl M. Loeb, Rhoades & Co. 
Paine, Webber, Jackson & Curtis 
Paine, Webber, Jackson & Curtis 
Paine, Webber, Jackson & Curtis 
A. M. Kidder & Co. 
Oppenheimer & Co. 

Joseph Walker & Sons 

Joseph Walker & Sons 

Joseph Walker & Sons 

Joseph Walker & Sons 
Francis I. duPont & Co. 
Fahnestock & Co. 

Fahnestock & Co. 

Fahnestock & Co. 


Eastman Dillon, Union Securities & Co. 


W. E. Burnet & Co. 

R. W. Pressprich & Co. 
Dean Witter & Co. 
Dean Witter & Co. 
Shields & Co. 

Glore, Forgan & Co. 
Hardy & Co. 

Hardy & Co. 

Model, Roland & Stone 
Bruns, Nordeman & Co. 
Shearson, Haiamill & Co. 
Orvis Brothers & Co. 
L. F. Rothschild & Co. 
Cooley & Co. 


FIRM'S NEW 
YORK ADDRESS 
44 Wall St. 
39 Broadway 
25 Broad St. 
25 Broad St. 
25 Broad St. 
25 Broad St. 
36 Wall St. 
36 Wall St. 
14 Wall St. 
72 Wall St. 
72 Wall St. 
72 Wall St. 
50 Broadway 
50 Broadway 
50 Broadway 
30 Broad St. 


1500 Walnut St. 
Philadelphia, Pa. 


42 Wall St. 
42 Wall St. 
42 Wall St. 
25 Broad St. 
25 Broad St. 
25 Broad St. 
1 Wall St. 

25 Broad St. 
120 Broadway 
120 Broadway 
120 Broadway 
120 Broadway 
1 Wall St. 

65 Broadway 
65 Broadway 
65 Broadway 
15 Broad St. 
1 Wall St. 

48 Wall St. 
14 Wall St. 
14 Wall St. 
44 Wall St. 
40 Wall St. 
30 Broad St. 
30 Broad St. 
120 Broadway 
52 Wall St. 
14 Wall St. 
15 Broad St. 
120 Broadway 
100 Pearl St. 
Hartford, Conn. 
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AN AMES CLINIQUICK’ ar aces 170s 


CLINICAL BRIEFS FOR MODERN PRACTICE Order of Frequency of Presenting Symptoms fn 110 


Patients 


WHY IS DIABETES IN INFANTS 


Polyuria 93 84.5 


SO DIFFICULT TO DIAGNOSE? 


Polyphagia 28 25.4 
Because of the infrequency of the disease in Anorexia 16 14.5 


this age group, its sudden onset, the profusion meee 7 a: 
of inconsistent presenting symptoms, and be- Vomiting © 45 
>ause the ac anying symptoms of anorexia cay 2.7 
cause the accompa ying symptc anorexii “Craving tor 27 
and vomiting are also characteristic symptoms “Sticky diaper” 27 

“Strong odor to urine” 18 
of many other ills of infancy. 
*Source: Traisman, H. S.; Boehm, J. J., and Newcomb, Hypoglycemia 18 
A. L.: Diabetes 8:289, 1959. Personality change 0.9 
Boils 0.9 
for those pediatric puzzlers...“A routine urinalysis Headache 0.9 
and blood sugar should be done whenever the Aaceminel eromps 0.9 

Adapted from Traisman, H. S.; Boehm, J. J., . 
possibility of diagnosing diabetes is entertained.”* ee Bochm, 3. J., and How 


comb, A. L.* 
the standardized urine-sugar test for reliable quantitative estimations 
COLOR-C ALIBRATED * full-color calibration, clear-cut color changes 
+ established “plus” system covers entire critical range 
CLINITEST® standardized, laboratory-controlled color scale 


BRAND Reagent Tablets « “urine-sugar profile” graph for closer control 


NNN www 
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a form of 
ARISTOCORT® 
Triamcinolone 
to fill any 
topical need 


now...for greater patient 


a smooth, creamy preparation 
containing the highly active 
topical corticosteroid, 
triamcinolone acetonide. 

plus neomycin 


Aristocort Acetonide Cream 


TRIAMCINOLONE ACETONIDE 0.1% 


Tubes of 5 and 15 Gm. 
Aristocort Acetonide Ointment 


TRIAMCINOLONE ACETONIDE 0.1% 


Tubes of 5 and 15 Gm. 
Especially desirable in thick lichenified chronic dermatoses requiring frictional application 


Neo-Aristocort® Acetonide Eye-Ear Ointment 


NEOMYCIN-TRIAMCINOLONE ACETONIDE 0.1% 
Tubes of oz. 
For inflammatory, allergic, infective eye and ear conditions 


| 
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‘acceptance... 


Triamcinolone Acetonide-Neomycin LEDERLE 


\ 7 
Neo-Aris 


several factors indicate NEO-ARISTODERM Foam 
for topical treatment of dermatoses: 


(1) The Active Ingredients (2) The Vehicle (3) Patient Acceptance 
Triamcinolone Acetonide — with Neo-ARISTODERM Foam spreads readily Neo-ARISTODERM Foam is neat—not 
therapeutic efficacy equal to or greater without irritation or burning. It can be messy or sticky. Patients like the 
than that of topical hydrocortisone — applied to oozing, crusted, severely attractive push-button dispenser and 
in one-tenth the concentration; '.? inflamed and injured skin, or to the richness of the foam. This helps 
plus neomycin—a leading topical mucous membranes. There have been to assure faithful adherence to 
antimicrobial agent. no reactions of primary irritation or your instructions. ‘ 


allergic sensitization to date. 


e Triamcinolone Acetonide 0.1%, Neomycin Sulfate 0.35% 15 cc. Push-button dispenser 


References: 1. Kanof, N. B., and Blau, S.: New York J. Med. 59:2184 (June 1) 1959. 
2. Smith, J. G., Jr.; Zawisza, R. J., and Blank, H.: A.M.A. Arch. Dermat. 78 643 (Nov.) 1958. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Unique 
benefit of 


APRESOLINE’ 


helps reverse 
advancing 
hypertension 


Apresoline contributes an exclusive 
action to the antihypertensive program: 
It is the only therapeutically acceptable 
agent to increase renal blood flow and 
relax cerebral vascular tone while it 
lowers blood pressure. With improved 
kidney function, advancing hypertension 
can often be halted—or even reversed. 


Apresoline is indicated for moderate to 
severe and malignant hypertension, 
renal hypertension, acute glomerulone- 
phritis, and toxemia of pregnancy. 


When less potent drugs are not fully 
effective, when renal function must be 
improved, Apresoline is a logical pre- 
scription. Except in rare instances side 
effects are not a serious problem when 
the recommended maximal daily dosage 
(400 mg.) is not exceeded. 


SUPPLIED: Tablets, L1Omg., 25mg., 50mg. 


APRESOLINE® hydrochloride : 
(hydralazine hydrochloride ciea) 
SUMMIT, N. J. 


HORSE CENSUS 


All over the world horses are losing out to 
mechanized equipment, according to the 
United Nations Food & Agricultural Organiza- 
tion. 


In the past ten years the number of farm 
tractors has increased 70 percent and the 
horse population has trailed by 7 percent. 

It also recorded major increases in the num- 
ber of harvester-threshers, milking machines, 
farm trucks and both internal combustion and 
electric motors. 


NO BOOM 


The question of how much home building 
there will be shows signs of becoming one of 
the chief factors weighted by economists, not 
to the exclusion of other vital statistics, but 
one that is granted more than its usual share 
of attention. 

A reassuring view was expressed recently by 
Norman P. Mason, Federal Housing chief, 
before a meeting of the Northeastern Retail 


| Lumbermen’s Association. He holds that the 


home building industry can look forward in 
1960 to “a good but not a boom year.” He 
estimates private housing starts at between 
1,100,000 and 1,200,000 units, or somewhat 
below the 1,340,000 figure of last year. 

Reflecting the view of the Washington ad- 
ministration, Mr. Mason believes healthy 
building activity can be achieved without re- 
course to the Democratic proposal that would 
pump one billion dollars of government funds 
into mortgages for lower-priced houses under 
FHA and VA programs. Reiterating the ad- 
ministration’s opposition to the Democratic- 
sponsored Housing bill he declared, “If Con- 
gress goes hog-wild and unbalances the budget, 
it will hurt the housing industry.” 

He contends that the emergency housing bill 
is designed primarily to help builders and 
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When blood pressure must come down 


When you see symptoms of hypertension such as dizziness, headache, and fainting your patient is 
a candidate for Serpasil-Apresoline. Even when single-drug therapy fails, Serpasii-Apresoline fre- 
quently can bring blood pressure down to near-normal levels, reduce rapid heart rate, allay anxiety 


suppiieD: Tablets #2 (standard-strength, scored), each containing 0.2 mg. Serpasil and 50 mg. Apresoline hydro- 
chloride; Tablets #1 (half-strength, scored), each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochloride. 


SERPASIL-APRESOLINE' 


2/ 2 


MIT, 4 
hydrochloride (reserpine and hydralazine hydrochloride cisa) 
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ANNOUNCING 
SCHERING'S 
NEW 

= MYOGESIC' 


only indirectly the home buyer and therefore 
does not have “popular appeal.” The housing 
official predicted that the bill, which President 
Eisenhower has indicated he would veto, would 
not be passed by Congress. He added that the 
bill was drawn up before housing starts re- 
versed their decline in November, and there- 
fore the need for the legislation no longer 
exists. 

Although mortgage interest rates will re- 
main high, he said, a booming economy will 


generate adequate mortgage loan funds in the 
form of private savings to support a strong 
housing market. He predicts that FHA-insured 
mortgages will account for only between 24 
and 26 per cent of the total mortgage market 
and that VA mortgages will be negligible. 
He also said that recent studies by his de- 
partment showed that conditions of “over- 
building” exist only in certain isolated areas, 
notably in California and Florida, indicating 
continued heavy demand for new homes. 


IT’S SAFER ON THE GROUND 


If you yearn to become an astronaut and 
spend a holiday in outer space, be advised that 
you can experience the same conditions here 
on Earth, right near home. The American 
Machine & Foundry Co. is developing a space 
cabin simulator which will provide all the 
thrills of a flight in an orbiting space vehicle. 

It will be equipped with the complex air 


CARISOPRODOL 


*MYOGESIC 


muscle 


— analgesic 


conditioning and pressurizing equipment neces- 
sary to keep you alive at temperatures several 
hundred degrees below zero and at zero gravity 
when the human body would be weightless. 

The simulator will also include techniques 
for growing and using algae for food and pro- 
ducing breathable oxygen from the photo- 
synthesis of plants. 


ES MUSCLE 


SPASM & PAIN IN 
SPRAINS, STRAINS, 
LOW BACK PAINS 


. 
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stopped-up patient breathes again The exclusive muco- 
lytic agent in Biomydrin Nasal Spray completely penetrates mucous 
barriers— speeds anti-inflammatory, anti-infective and decongestive 
medications to affected tissue sites. In minutes —without causing tol- 
erance, sensitization or rebound congestion—Biomydrin opens nasal 
passages, lets your stopped-up patients breathe again. 


Biomydrin 


asal spray /drops 


BIO MSO2 


— 


she can choose her own silver... 


but she needs your help 
in planning her family 


VAGINAL CREAM 
THE MODERN CHEMICAL SPERMICIDE 


Preceptin 


VAGINAL GEL 
THE SPERMICIDAL GEL WITH BUILD-IN BARRIER 


PRESCRIBED WITH CONFIDENCE FOR 
SIMPLE, EFFECTIVE CONTRACEPTION 
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Inquiries are received from a number of investors asking 
for information regarding specific securities. Answers are 
presented here on the basis of information received from 
recognized analysts and represent their considered opinion. 


Harris-Intertype—lts growth prospects con- 
tinue bright. Recently it has added a number 
of products to its line which, in the opinion of 
Shearson, Hammill & Co., have important long 
range implications. As it spends about 5 per- 
cent of its sales dollar on research and develop- 
ment, the assumption is that other new prod- 
ucts will be forthcoming to enhance its profits. 
It has made several major acquisitions and as 
only 8 percent of its $50,000,000 capitaliza- 
tion is represented by long-term debt, it is in 
a good position to finaace further acquisitions. 


Standard Financial Corp.—It has been record- 
ing a favorable growth pattern over the last 
few years. Its activities include factoring, re- 
tail sales financing, rediscounting and the 
financing of income-producing equipment. 
Against its earnings of 68 cents a share in 
1959, Hayden, Stone & Co. looks for net to 
be around 80 cents a share this year. 


Dynamics Corporation of America—It is a lead- 
ing manufacturer of tropospheric telephone 
equipment and has a wide line of specialized 
electronic products. Since electing a new presi- 
dent in 1958 it has obtained better coordination 
of engineering and product development, im- 
proved its merchandising techniques, tightened 


MEDICAL TIMES 


IS 
: 
Ortho 
Rs r | Va 
— 
| 
if 
| 
| 
} 
| 
w 


asthmatic...but symptom-free Prophylactic use 
of Tedral helps your bronchial asthma patients breathe normally—live 
actively — avoid the fear and embarrassment of disabling attacks. 1 or 2 
Tedral tablets q.4.h. provide up to 4 hours’ freedom from congestion and 
constriction, Or therapeutically, when stress brings symptomatic flare-ups, 


prescribe 1 Tedral tablet at the first sign of attack. 


TEDRAL 


the dependable antiasthmatic MORRIS PLAINS, 
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| 
‘ 
+ 


its budget controls and reduced costs, all of 
which leads Henry J. Low, manager of the in- 
vestment research department of Gude, Winmill 
& Co. to recommend its purchase. 


Allis-Chalmers Manufacturing Co.—Contrib- 
uting to its appeal is the development of a 
fuel cell device, which is something that con- 
verts chemicals such as hydrogen and oxygen 
into electricity. Paine, Webber, Jackson & 
Curtis says such a system produces efficiencies 
triple that of an automobile engine and has 
the added advantages of no moving parts, low 
maintenance, silent operation, long life and no 
harmful exhaust fumes. Practical application 
of fuel cells may be limited, but their develop- 
ment gives Allis-Chalmers a_ speculative 
appeal. 


United States Plywood Corp.—lIt is the domi- 
nant factor in the plywood industry and a 
leader in building supplies. In the opinion of 
Eastman Dillon, Union Securities & Co., its 


expansion and cost reduction program, that 
involved new distributing, manufacturing and 
research facilities, and the modernization and 
enlargement of older facilities, has placed it in 
its best competitive position in its forty years 
of existence. 

All its facilities are competitive and the 
company is in a position to capture a greater 
share of the available market. 


Ampex Corporation—The stock was weak 
when General Electric announced a new 
method of thermoplastic recording, capable of 
placing all 24 volumes of the Encyclopedia 
Britannica on a reel the size of a spool of 
thread. Ampex has been researching along the 
same line, and it has other products as well. 
The issue is a speculative one but the company 
has displayed a keen awareness of the possi- 
bilities in its field. The shares were a star 
performer in 1959’s market and their future 
trend is based on the company’s success in its 
scientific experiments. 


Vagil imi 


with associated burning 
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dual antibiotic 
wy therapy gives 
88 cure rate" 
a wide vari- 

“skin infections =, 


Greenhouse, J. M., and Ryle, W. C.: A. M.A. 
Dermat. & Syph. 69:366, 1954. 


BACIMYCIN Ointment _BACIMYCIN 


100-6m. | p tubes with Hydrocortisone 
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OINTMENT (bacitracin-neomyein) 

MOUNT VERNON, N. Y 


in 
bacterial 
infections 


— 


The low cost antibacterial prescription with assured safety and effectiveness 


| 
| 
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MADRIBON 


safe - effective - economical 


“...its simplicity of administration, safety, clinical 
response and reasonable cost make... [Madribon] a 
desirable drug in instances where it is equally effec- 
tive [as the antibiotics] and a choice drug in many 
antibiotic-resistant cases.””! 

Clinically effective for infections with cultures positive for: 
Staphylococcus aureus hemolyticus* B. proteus 

beta hemolytic streptococci E. coli* 
pneumococci Proteus* 

K. pneumoniae Shigella 

H. influenzae Salmonella* 

Ps. aeruginosa* paracolon bacilli 


A new alternative in bacterial infections 
for many reasons — 


* wide-spectrum activity 
high rate of clinical effectiveness —up to 90% 
. * less than 2 per cent side effects—even in long-term use 
¢ minimal risk of hazardous superinfections 
¢ essentially no danger of anaphylactic reactions 
¢ fewer problems with the development of resistant mutants 


* economical therapy . 


* reserves antibiotic effectiveness for fulminating, 
life-threatening infections 


For complete information on dosage forms, dosage sched- 
ules and precautions, consult literature available on request. 


*Some infections due to antibiotic-resistant strains have 
responded to Madribon. 


ROCHE tasoratories 


2 Division of Hoffmann-La Roche Inc. 
Nutley 10, N. J. 
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The fastest growing 
antibacterial bibliography: 


1. M. J. Mosely, Jr., J. Nat. M.A., 51:258, 1959. 


2. J. C. Elia, Antibiotic Med. & Clin, Therapy, 6: (Suppl. 
1), Gl, 1959. 


3. J. C. Elia, Ann. New York Acad. Se., 8%: (Art. 1), 52, 
1.69. 

4. E. H. Townsend, Jr. and A. Rorgstedt, Antibiotics An- 
—4 1958-1959, New York, Medical Encyclopedia, Ine., 
959. 

5. Reports on file, Roche Laboratories. 


6. B. A. Koechlin, W. Kern and i. Frneelverg, Antibiotic 
Med. & Clin. Therapy. #: (Suppl. 1). 22, 1959. 


7. W. A. Leff, ibed.. p. 44. 
8. T. D. Michael, ibid., p. 57. 
9. H. P. Ironson and C. Pate!. ihid.. p. 40. 


10 er, Antibiotics Anoeat 1958-1959, New York, 
opedia, Inc 1959. 48 


11. B. H. Leming, Jr.. C. dr. and B. R. 
Antibiotic Med. & Clin, Therapy. 6: (Suppl. 1). 32, 1 

12. S. Ross, J. R. Puig and E. A. Zaremba, Antibiotics Aw- 
nual 1958-1959, New York, Medical Encyclopedia, Inc., 
1959, p. 56 


3. J. D. Young, Jr., W. S. Kiser and O. C. Beyer, Anti- 
biotic Med. & Clin Therapy 6: (Suppl. 1), 53, 1959. 


14, J. F. Glenn, J. R. Johnson and J. H. Semans. ibid., p. 49. 
15. C. W. Daeschner, Ann. New York Acad. Sc., 8%: (Art. 1) 
64, 1959. 


16. S. Guss and A. J. Spiro, Pediatric Conferences, 2:14, 1959. 


17. R. J. Schnitzer and W. F. Relareass, Antibiotic Med. & 
Clin, Therapy, 6: (Suppl. 1), 1959 


18. R. J. Schnitzer, W. F. DeLorenzo, E. Granberg and R. 
Russomanno, Proc. Soc. Exper. Biol, & Med 9: 471, TASS. 


19. W. F Del.orenso and RN. Russomanno, Antibiotic Med. & 
Clin. Therapy, 6: (Suppl. 1). 14, 1959. 


20. B. Fust and E. Boehni. ibid... p. 3. 
21. W. F. DeLorenzo and A. M. Schumacher, ibid., p. 11. 


22.0 wy Cc .. Over and R. Engelberg, J. M. Sor. New 
Jersey, & 195) 


23. L. O, Randall R. E. penton and R. Engelberg, Toricol. 
& Appl. Pharmacol I: 


24. S. M. Finegold, Z. Samed. H. O. Kendall and V. E. 
Kvinge, Ann. New York Acad. Sc.. 82: (Art. 1), 44, 1959. 


J. Grace. ibid., p. 51 
.. E. Skinner, ibid.. p. 57. 
. Levy, ibid.. p. 80. 
.« M. Cahn and E. J. Levy. ibid., p. 84. 
Sierp and J. W. Draper, ibid., p. 92. 
3. A. Moore, ibid., p. 61. 
’. P. Boger and J. J. Gavin, ibid., p. 18. 
W. S. Kiser, O. C. Beyer and J. D. Young, ibid., p. 1 
H. Leming, Jr. and C. Flanigan, Jr.. ibid., p. 31. 
E. Bagdon, L. O. Randall and W. A. Leff, ibid., p. 3. 
F. DeLoreres and R. J. Schnitzer. ibid., p. 10. 
3. Carroll, Disenssant, ibid.. p. 110 
. Krur~an. Discussant, ibid., p. 78. 
H. Townsend. Jr. and A. Borgstedt, ibid., p. 71. 
. D. Michael. idid., p. 40. 
40. A. E. Thill, Pennswivonia M. J., 62:1534, 1959. 
41. J. C. Elia, Mil. Med.. in press 
42. B. Wolach. Colorado GP. 1:4, 1959. 


43. H. L. Rosenthal and L. Jud, J. Lab. & Clin. Med., 54:461, 
1959 


44. R. E. Ray, Case Rep. Child. Mem. Hosp., Chicago, 
17:4445. 1959 


45. P. Rentchnick and J. Lagier,’ Schweiz. med. Wcehneachr., 
89:894. 1959 

46. J. Leng-Levy. J. David-O P. Gibaud and J. Bottin, 
J. méd. Bordeaux, 136: (6), 713, 1959. 


H. Leming, Jr. and C. Fianigan, Jr., Scientific Ex- 
“hibit, Annual “of the American "Medical Association, 
Atlantic City, N. J., June, 1959. 

43. C. Elta, ibid, 
Thathammer (University Pediatric Clinic, Vienna, 
~aper presented at the Internetional Congress of 
Infectious Pathology, Milan. Italy. May 6-10, 1959. 


50. R. Scharoli (Director. University Dermatological Clinic, 
Basie, Switzerland). ibid. 


51.58 (First University Surgical Clinic, Vienna, 
Austria). ibid 


52. M. Rinetti (Inet ite ‘te of Surgical Pathology, Universi‘y of 
Parma, Italy ibid 


53. M. Rentsch (University Pediatrie Clinic, Berne, Switzer- 
land). thid. 


54. N. Quattrin (Cardarelli Hospital, Naples, Italy), ibid. 


55. E. Picha Nt University Gynecological Clinic, Vienna, 
Austria). ibid. 


56. R. Neimeter (University Gynecology Clinic, Basle, Swit- 
zerland). ibid. 


57._G. Moustardier (Faculty of Medicine and St. Andrew's 
Hospite!. Bordeaux, France), ibid. 


58. S. T. Madsen (Bergen, Norway), ibid. 
59. W. P. Boger. ibid. 


60. P. Buenger (Medical Department. Heidbere General Hos- 
pitai. Langenhorn. Hamburg. Germany), ibid. 


61. H. Ptasnik, Medizinische, (31/32), 1437, 1959. 


MADRIBON® — 2, 4-dimethoxy-6-sulfanilamido-1,3-diazine 
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also long-term risks. 


a a fashion reminiscent of the 
°49 Gold Rush, American industry is on the 
move to post-war Europe. This rediscovery 
of Europe has been something like a bombshell. 
It has resulted from a timely coincidence of 
three things: the initial success of the first 
European trade confederation, the sensational 
post-war recovery of Western Europe, and the 
soaring costs of American manufacture. 
Constituting two distinct trade groups, 
commonly known as the European Common 
Market and the Sterling Bloc Confederation, 
respectively, Europe is undertaking economic 
and political federations unthinkable ten years 
ago. The European Common Market consists 
of West Germany, France and the Benelux 
countries. Its ambitious plan is to create over 
the next decade a political and economic 
federation dubbed “The United States of 
Europe.” Within the Federation there are 
no tariffs or other trade restrictions, free flow 
and assistance of capital and labor, parity of 
labor costs and common political goals. Ambi- 
tious as all this sounds, the European Common 
Market is functioning efficiently and has 
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Investment in the 
European Common Market 


There are investment opportunities in Europe—but 
These risks must be given 
adequate weight in any evaluation of the situation. 


already cut internal tariffs some ten percent. 

The Sterling Bloc group consists of Great 
Britain and Scandinavia. Created as a defense 
against the Common Market it is less unified 
and less sure of its objectives. If joined by 
Switzerland, Portugal and Austria, as expected, 
it will form a ring of peripheral countries 
around the Common Market. 

Why then is American industry so eager to 
take part in what appears to be a coming econ- 
omic fratricide? Why are American factories 
springing up overnight on the moors of Scot- 
land and Rome’s Appian Way? So feverish is 
the move of American industry, plant facilities 
three hundred years old are being occupied 
while foundations for modern factories are laid 
alongside. Madison Avenue hucksters are 
tramping the streets of Cologne and Antwerp 
studying European marketing methods while 
production men are cramming Berlitz courses 
in Italian, French and German. What does it 
all mean? 

First, the European Common Market con- 
tains a population as great as that of the United 
States, and the “Sterling Bloc” about half as 
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Why does all 
about dandruff 


Behe old story. Whe’d ask a doctor about dandruff? They'll ask their neighbors, their fiends, tel 
barbers. They'll try ereams, oils, powders . . . and forget the one man who can help them. Tt would 
wees: be a pleasant surprise if you told them about Selsun. That’s when a word in the right 


| ear... and a prescription—will be most appreciated. 
4 uA an ethical answer to a medical problem 
(Selenium Sulfide, Abbott) 
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FILMTABS A DAY 


Foot Right Amount of Iron. 
ous Sulfate, U.S.P. 
(Elemental ron—210 


Factor Concentrate 
Folic’ Acid 


Thiamine Mononi 
Riboflavin 
Nicotinamide 
‘Pyridoxine Hydrochlor 
Calcium Pantothenate. 
Plus Vitamin C 
Ascorbic Acid 


~ 


FOUND: solution to 


“the imonest gynecologic office problem” 


IGINITIS, CAUSED BY TRICHOMONAS VAGINALIS, CANDIDA 
ALBICANS. Haemophilus vaginalis, or other bacteria, is still the 
Seaemmest gynecologic office problem . . . cases of chronic or 
Semmanfection are often extremely difficult to cure.” Among 75 
Seeeeeewith vulvovaginitis caused by one or more of these 
SL RICOFURON IMPROVED cleared symptoms in 70; vir- 
tually all were severe, chronic infections which had persisted 
therapy with other agents. “Permanent cure 


both laboratory d clinical criteria was achieved in 56. . 
Eneey, J. E.: Am, J. Obs 


Improved 


« Swiftly “a itching, burning, malodor and leukorrhea 
vaginalis, Candida (Monilia) albicans, 
Achieves clinical and cultural cures 
where others - s Nonirritating and esthetically pleasing 


2 steps 

1. HE for weekly insufflation in your office. MicoruR®, 
brand Siwifuroxime, 0.5% and Furoxone®, brand of furazoli- 
don@gameee in an acidic water-dispersible base. 


lasting relief: 


2. SUMMMEEPORIES for continued home use each morning and 
nightamemerst week and each night thereafter—especially during 
the menstrual days. Micorur 0.375% and FuROXxONE 
Water-miscible base. 


Ranemmex of 24 suppositories with applicator 
and economical therapy. 


NITHOPURANS—a unique class of antimicrobials 


NEW YORK 
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much. Combined, this is a sizeable market, to 
be sure. In addition, there is the potential of 
an awakening Africa, fast-growing Latin 
America—and always the possibility of Soviet 
trade. 


The populations are not new, but in great 
part their potential to buy is new. This poten- 
tial was developed by American post-war aid. 
Now American industry intends to recapture 
its investment. Growth in the United States 
has been averaging about three percent per 
year. In Europe the rate has been almost 
double. 

This promising market, it is feared, will be 
denied American manufacture. First, the tariff 
barrier and monetary restriction may effectively 
lock out United States goods. More realistic- 
ally, the United States is likely to lock itself 
out by being unable to meet European prices. 

Labor rates, on average, in Europe's 
Common Market are less than half those of 
the United States. Productivity per European 
worker, when trained and given modern equip- 
ment, is claimed to be as high or higher. Lower 
production costs and an expanding market 
free of restrictions to European-based plants 
are lures American industry cannot resist. 

But is it all milk and honey? First, giant and 
able competitors exist abroad. The corporate 
combines of Germany, France, Holland and 
Italy are not likely to surrender markets without 
both political and economic repercussions. 
Secondly, marketing outlets and foreign market- 
ing know-how are not as easily acquired as 
manufacturing plants. Foreign subsidiaries of 
American corporations are no novelty to 
Europe and many have not done well. 

In all, the market opportunities in Europe 
remain selective unless severe competition is to 
be courted. Many a newly created American 
subsidiary may find its marketing surveys 


failed to discount the strength of entrenched 
competition. 

More significant, however, is that plant 
construction abroad is a long-term bet on 
European monetary, political and economic 
stability. Despite some belief the world is now 
emerging from its worst inflation, the past and 
current European inflation is not comforting. 
Excluding the post-war reconstruction years, 
Europe has averaged twice the United States 
rate of inflation. 

The risks of demonetization, currency- 
conversion block, administered prices and 
socialistic political patterns continue to be 
greater abroad than in the United States. The 
long-term stability of the West German, Italian 
and French governments remain open to ques- 
tion. Until a permanent answer is found to the 
German Separation, the West German govern- 
ment is hardly a safe twenty-five year bet. The 
respectable size of the Italian Communist 
Party and the quickly forgotten chronic insta- 
bility of French governments are long-run 
factors worth keeping in mind. 

Lastly, the wage differential between Ameri- 
can and European worker is an improbable per- 
manence over the longer run. Eventually the 
United States will have to reprice itself in world 
markets or European prices rise to compensate. 

European funds in excess of our free gold 
reserves still seek haven in the United States. 
Apparently these sophisticated investors, 
wholly intimate of both risks and opportunities 
in Europe, still find United States investments 
relatively attractive. 

While investment opportunities exist in the 
new Common Market, they are associated with 
long-term commitment risk. It is suspected in 
the feverish hurry to get in on the ground floor 
in some instances these risks are not given 
adequate weight. 
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ELIXOP 


As shown by clinical observations : 


Acute asthmatic attacks were termi- 
nated in 10 to 30 minutes after a 
single oral dose in 91 of 107 patients 
(85 %).1,2.3,4 


As shown by pulmonary function 


Spirometric studies in acetylcholine- 
induced asthma showed oral Elixo- 
phyllin equivalent in therapeutic ef- 
fects to intravenous aminophylline 
(500 mg.) and comparable both pro- 
phylactically and therapeutically to 


following Elixophyllin dosage of 75 cc.:7 


Bronchodilator action of oral 
HYLLIN’ 


J Vital capacity increase of 30.6% in 30 
F minutes—average of 69 patients.',°,® 


Chronic asthmatic symptoms were 
also well controlled and frequency of 
attacks markedly reduced in most pa- 
tients by dosage every 8 hours.'.*.+ 


tests: 
subcutaneous epinephrine.5 

Further pulmonary function studies 
after doses of 60 or 75 cc. Elixo- 
phyllin demonstrated increases in 
vital capacity and maximum breath- 
ing capacity as shown below: 


oe Maximum breathing capacity increase of 
a 25.7% in 30 minutes—average of 
5.6 
, 15min, 30min.} 49 patients.®, 


Improved cough efficiency as shown in a patient with bronchial asthma 


Peak 


flow rate 
(lit./sec.) 


Lil 


- 


Lit tiiti 


and to 0.805 after 60 minutes. 


on maximal cough.* 


DOSAGE: For acute attacks, a single dose 
of 75 cc. for adults, or 0.5 cc. per Ib. body 
weight for children. 


For chronic symptoms, doses at 8-hour in- 
tervals (before breakfast, at 3 P.M., and be- 


absorption (alcohol 20% ). 


. et al.: J. Med. 1957. 3. Kessler, 
St. M. J. 205, 4. Greenbaum, 


tion, June 1959. 
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Volume exhaled (liters) increased from 0.076 to 0.391 after 30 minutes, 


gory D.: Ann. 15: 1957. 2. Schluger. 


. Ann. ae! 16:312, 1958. 5. Frank, D. E.: Antibiotic 
M. 6:338, 1959. 6. MacLaren, W. R.: To be published. 
7. ne En H. A. et al.: Sci. Exh., A.M.A. Conven- 


After 30 min. After 60 min. 
2.93 3.20 


In a series of 25 patients receiving a single dose of 60 or 75 cc. Elixophyllin, 
the efficiency of the cough response was markedly enhanced, with a mean 
increase of 33% in rate of air flow and over 100% in the volume of air expelled 


For the bronchospasm of acute and chronic asthma, 
emphysema, and bronchitis . Elixophyllin provides prompt, sustained relief 


without undesirable effects of other medications such as: sympathomimetic 
stimulation, barbiturate depression, or suppression of adrenal function. This 
oral theophylline therapy is virtually free from gastric side effects. 


fore retiring) in amounts as follows: for 
adults—45 cc. doses first two days, gradu- 
ally reduce to 30 cc. doses; for children — 
doses of 0.3 cc. per Ib. body weight for first 
two days, gradually reduce to 0.2 cc. per Ib. 
body weight. 


Each tablespoonful (15 cc.) contains: theophylline 80 mg. (equivalent to 100 mg. 
aminophylline) in a special hydroalcoholic vehicle assuring rapid, dependable 


F.: 


Sherman —Leboralories 


Detroit 11, Michigan 
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here are some of the ways hypertensive patients 


benefit when you prescribe 


UCh symptoms. 
as héadache. 
Wzziness, 
© palpitations and 
'@chycardia 
Ustially 
anginal 
pain May be 
feduced in 
incidence 
and 


rapid‘onset of 
effect 


organie’ 
changes of 
hypertension 

may be 
arrested | 
Or reversed 


anxiety and tension 
are allayed 


edema 
associated with 
hypertension 
is 
relieved 


convenient, 
controlled dosage 


hypertensive effect = 
i 
j 
It 
liberalize 


the Tirst ‘wide Fange” antihyperte 


eAts with mild or moderate hypertension, 
ypertension... should other drugs heed to be 


DIUPRES-250 DIUPRES-500 


250 mg. DIURIL (chlorothiazide), 500 mg. DIURIL (chlorothiazide), 
0.125 mg. reserpine per tablet. 0.125 mg. reserpine per tabiet. 
One tablet one to four times a day. One tablet one to three times a day. 


Sharp & [ 


@D MERCK SHARP & DOHME, pivision oF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


; 
DIURIL. WITH RESERPINE 
3 = effective by itself in a majority o 4 
and even in many with severe’ h ‘ 
added, they can be giver in much lower than usual dosage. 
For additional information, write Professional Serv s, Merck oh Nest F it, Pa 
“*DIUPRES and DIURIL are trad Merck & nc. 


Tox, ; : Bargains abound in the Caribbean, with all kinds of luxury 
goods available at low prices. Perfumes, liquors, cameras, 


Travel crystal, silverware—these are some of the things you can 


bring home from a visit to this winter vacation area. 


Shopping in the Caribbean 


i addition to being a fine winter vacation area, the 
Caribbean also has developed into something resembling a tropical 
discount house. It is claimed that some of the islands sell goods at 
prices even lower than in the countries where the particular wares 
originate. This is quite a trick, and a profitable one for the Ameri- 
can tourist. 

The island of Jamaica reports that its merchants can offer savings of 
50 percent and more off Stateside prices. This is made possible under 
the free-port shopping system, whereby the Jamaican government 
collects no tax or import duty on goods from abroad. 

American tourists can take back into the U. S. $500 worth of 
merchandise per person free of Customs duty and luxury tax if they 
are out of the country for 12 days or longer; or $200 if away for more 
than two days. 

But let’s take a closer look at what is being offered in Jamaica. 
Back again this season is a wide range of cultured pearls, long a 
favorite with the ladies. They complement a wide range of jewelry 
from Italy, Germany and England, as well as silver jewelry from 
Denmark. 

Ever with an eye to fashion, the shops have stocked up with other 
accessories for the smart femme. These include the very fashionable 
Italian handbags of antelope leather, in addition to the regular line 
of English and French bags, also of fine leather. 

Perfume, of course, is high on the list. Every famous brand is on 
—“=-= the shelves of the free-port shops which are to be found throughout 

~~ the island, particularly in the main resort areas of Kingston, Montego 
Bay and Ocho Rios. 
Running a heady gamut of scents are the products of Jean Patou, 
anvin, Caron, Carven, Guerlain, Christian Dior, Marquay, Lubin 
ns (a few-neame in Jamaica this season), Balmain, Chanel, Le Galion, 
= ~ Balanciaga, Jean D’Albret, Raphael, Worth, Marcel Rochas, Kislav 
—all fine examples of the parfumeur’s art. 
i Wy, Certain to tempt winter tourists is fine German and Dutch stainless 
—Continued on 152a 
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for pati therape 

or other is in psychiatric 

for pre- and postoperative sedation. Adults: lor 2 
Reaoieateh of solution 15 to 30 minutes before. bedtime. Children: 


/ : (TP ve 
Invites entice repose — SW iv, fely. on lowed 
NYSIOLO r of effects (including 
during fi gr. capsules 
SQUIBB 


REFLECTION ON CORTICOTHERAPY: 


‘To be of greatest value, a 
steroid must be good not only 
for the patient (by controlling 
symptoms), but also 
to the patient 
(by mimimizing 
side effects). 

To be of greatest 
value, the steroid 
should have the 
best ratio of 
desired effects 

to undesired 
effects: 


Medrol 


the corticosteroid that hits the THE UPJOHN COMPANY 
disease, but spares the patient < KALAMAZOO, MICHIGAN [Upjohn | 


METHYLPREONISOLONE, UPJOHN 
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Phenaphen with Godeéine provi 
intensified codeine effec ith 
control of adverse react 
Itrenders unnecessary (or 

the use of morphine er 
synthetic narcotics, even m 


Mary cascs of late canger 


Three Strengths — 

PHENAPHEN NO. 2 

Phenaphen with Codeine Phosphate 1% gr. (16.2 mg.) 
PHENAPHEN NO. 3 

Phenaphen with Codeine Phosphate 4 gr. (32.4 mg.) 
PHENAPHEN NO. 4 

Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 
Also — 

PHENAPHEN ein each capsule 
Acetylsalicylic Acid 2% gr. . (162 mg.) 
Phenacetin 3 gr. ....... (194 mg.) 
Phenobarbital 4 gr...... (16.2 mg.) 
Hyoscyamine sulfate... . . (0.031 mg.) 


CODEINE 


Robins 
A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 
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steel flatware, available in Jamaica for the first 
time this winter. Another treasure this season 
is Boda crystal from Sweden, also making its 
first appearance in island shops. 


Crystal and China 


Other treasures are available in crystal and 
china. Featured items in the shops are French 
crystal by Baccarat and Daum; Irish crystal by 
Waterford. Classic English bone china is 
obtainable in Wedgwood, Royal Doulton, 
Spode, Minton, and Royal Worcester, the 
leaders in their line. And of course, there is 
Royal Delft porcelain, the pride of Holland. 

Lovers of china figurines will find a wide 
range of these objets d’art in Jamaica. Among 
the better-known ones are those of Royal 
Doulton, Royal Worcester, Royal Copenhagen, 
Bing and Grondhal, and Hummel. 


Also available are Danish silver holloware 
and flatware, English sterling silver (Lewis 
Rose), German and Japanese cameras and 
binoculars, cashmere from Hawick (Scotland), 
and Swiss watches. 

These last deserve a paragraph to them- 
selves. Like the perfume, they cover a wide 
and extensive range. Among the world-famous 
brands to be found in Jamaica are Girard 
Perregaux, Vacheron and Constantin, Aude- 
mars Piguet, Jaeger Le Coultre, Universal, 
Rolex, Ernest Borel, Nivada, Eterna, Movado, 
Juvenia, Omega, Patek Phillipe. 


Local Items 


But not only imported merchandise con- 
stitue Jamacia’s inventory. Locally made items 
are also in the shops, providing ideal souvenirs 
and gifts to take home for the family or friends. 

Straw goods top the list, with a new 
and exciting assortment of shoes, handbags 
and hats. New wood carvings, utilizing the 
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If the patient can be digitalized 
and maintained at all, he can be 
digitalized and maintained with 
GITALIGIN—and sometimes he can 


be digitalized and maintained 
only with 


“The digitalis preparation of choice...”* 


GITALIGIN provides a maximum degree of control 
in cardiac therapy by reason of these distinctive 
clinical features ** WIDER SAFETY MARGIN * GREATER 
THERAPEUTIC RANGE ¢ FASTER RATE OF ELIMINATION 
THAN DIGITOXIN OR DIGITALIS LEAF. 


It’s easy to transfer patients to GITALIGIN—WITHOUT 
INTERRUPTION—0.5 mg. Gitaligin is approximately 
equivalent to 0.1 Gm. digitalis leaf, 0.1 mg. digitoxin, 


~ 
and 0.5 m¢. digoxin. Supplied: 0.5 mg. scored tablets—in bottles of 30 
and 100. *Batterman, R. C., et al.: Circulation 5:201, 1952: **Bibliography available on request. 


TWhite's brand of amorphous gitalin. WHITE LABORATORIES, INC., KENILWORTH, N. J. 
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We’ve come a long way since— to staunch the flow of blood—Galen dipped a 
sponge in asphalt, placed it on the bleeding point, and set it on fire to form a 
crust and stop hemorrhage. To check : 
hemorrhage today the safe, proved KOAGAM IN 
method! «No untoward reaction ever reported—even after millions of doses 
¢ Acts directly upon the clotting mechanism—effective in less than 30 min- 
utes «Controls bleeding of any systemic origin—usually with just one injection 
e Most economical hemostatic for routine use—costs less per injection, re- 
quires fewer injections * KOAGAMIN, an aqueous solution of oxalic and malonic 
acids for parenteral use, is supplied in 10-cc. diaphragm-stoppered vials. 


ZF, 
CHATHAM PHARMACEUTICALS, INC - NEWARK 2, NEW JERSEY Zp) 


Distributed in Canada by Austin Laboratories, Limited, Guelph, Ontario 
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when emotional turbulence threatens 
medical or surgical care 


Fear, agitation, and resistance often hinder 
medical diagnosis and treatment. 

SPARINE alleviates agitation, overcomes resist- 
ance, placates fears. 

In addition to calming the patient, SPARINE 
controls Other interfering symptoms: nausea, 
vomiting, and hiccups. 

Wyeth Laboratories, Philadelphia 1, Pa. 


Sparine 


HYDROCHLORIDE 

Promazine Hydrochloride, Wyeth 

INJECTION 

TABLETS 

SYRUP A Century of Service to Medicine 


> 


professional meetings. 


eight days’ travel time. 


P. is one of the major stops on the 
Family Physician Tour scheduled for this 
summer. All of the renowned sights in and 
near the French capital will be taken in by 
the physicians and their families. The Arc 
de Triomphe (shown, left) is just one on 
a long list of places of interest. The Palace 
of Versailles, the Grand and Petit Trianons, 
Place de la Concorde, the Eiffel Tower, The 
Louvre, Montmartre and Sacre Coeur— 
these are some of the other highlights. 
_ The tour includes visits to England, Belgium, France, Switzerland, Italy, 
Austria and Germany. Planned especially for the physician and his family, 
it combines a well-planned travel program with an opportunity to attend 
The International Congress of Internal Medicine 
(Switzerland, August 24-27) is included in the itinerary. 

You can travel by plane or ship. If by ship, the Queen Mary, you would 
leave New York August 10 and return September 20. Air travel cuts about 


For further information write: Special Interest Tours, Inc., Dept. MT3, 
Onondaga Hotel Building, Syracuse 2, New York. 


Photo: Trans World Airlines 


rich native woods of mahogany, mahoe and 
lignum vite, are in this winter. So are authen- 
tic calypso records—including the new and 
popular greeting-postcard records. 

Another wide and varied selection of goods, 
made by the island’s talented craftsmen, is 
available this season. Among these are silver 
filigree jewelry, embroidered linen, native dolls, 
beach and shopping bags, salad bowls, ash- 
trays, cigarette boxes, photo-frames—all richly 
decorated or carved and bearing the stamp of 
skilled workmanship. 

Liquor remains the usual bargain buy. Finest 
imported liquors (Scotch at $2.70 a fifth) and 
famous Jamaican rums are available. Five fifths 
or one U.S. gallon of any kind of spirits can 
be taken into the U.S. by returning American 
residents, free of U.S. Customs and tax. 

Here are some reports of mercantile doings 
on other islands: 
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Nassau: Japanese cameras sell for Tokyo 
price and Rolleiflex and Leica cameras at 30 to 
45 percent below U.S.A. cost. The same is 
true of binoculars, fine sporting goods ana 
silverware. Sample perfume prices: Arpege, $7; 
MaGriffe, $6.45, Chanel No. 5, $7.50, for 
half ounce bottles. Bahamas-designed prints, 
milled of fine pima cotton or linen in England 
or Ireland are among many other “buys.” 

Havana: Fine cigars—a box of 25 costs $5. 
Alligator handbags, from $7 up. Embroidered 
blouses, from $6 to $10. Spanish lace mantillas, 
$7 to $35, depending on whether hand or 
machine made. French perfumes lower than 
in the United States but not as low as elsewhere 
in the Caribbean. 

Haiti: The spot to buy mahoganyware. 
Gleaming 10-inch and 11-inch salad bowls 
cost $6 to $8, a solid mahogany coffee table, 


—Continued on 160a 
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BAD ONE 
BREEDS FANCIES AND 


When bad digestion is the consequence of digestive enzyme deficiency, Entozyme may dispel dreary 
symptoms such as pyrosis, flatulence, belching, and nausea, for it is a natural supplement to digestive 
enzymes. It provides components with digestive enzyme activity: Pepsin, N. F., 250 mg., Pancreatin, N. 
F., 300 mg., and Bile Salts, 150 mg. Because Entozyme is actually a tablet-within-a-tablet, these com- 
ponents are freed in the physiological areas where they occur naturally. Entozyme has proved useful in 
relieving many symptoms associated with cholecystitis, post-cholecystectomy syndrome, sub-total gas- 


. trectomy, pancreatitis, infectious hepatitis, and a EN TOZY Mi F 


variety of metabolic diseases. 


. A. H. ROBINS CO., INC. » RICHMOND 20, VA. 
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Why many 
hypertensive patients 
prefer 
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spares them the 
usual rauwolfia side effects 


FOR EXAMPLE: “A clinical study made of syrosingopine [Singoserp] therapy in 77 ambulant 
patients with essential hypertension demonstrated this agent to be effective in reducing hypertension, 
although the daily dosage required is higher than that of reserpine. Severe side-effects are infrequent, 
and this attribute of syrosingopine is its chief advantage over other Rauwolfia preparations. The 
drug appears useful in the management of patients with essential hypertension.” 


Almost all side effects relieved when Singoserp was 
substituted for other rauwolfia derivatives in 24 patients® 


Incidence | | 
Side Effects with Prior Relieved by Not 
Rauwolfia Agent Singoserp Relieved* 


Depression 1 


Lethargy or fatigue 


Nasal congestion 


Gastrointestinal 
_disturbances 


Conjunctivitis 1 


*Two of the 24 patients had two troublesome side effects. 


(syrosingopine CIBA) 
First drug to try in new hypertensive patients 
First drug to add in hypertensive patients already on medication 


Supplied: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. 


Complete information available on request. 


1. Herrmann, G. R., Vogelpohl, E. B., Hejtmancik, M. R., and Wright, J. C.: J.A.M.A. 169:1609 (April 4) 1959. 
2. Bartels, C. C.; N. E. J. Med. 261:785 (Oct. 15) 1959. 
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TRAVEL 


$25. Gaily designed straw work—handbags, 
beanies, bedroom slippers, luncheon sets, picnic 
baskets, and endless other items—sell from $2 
to $5. Fine French brandies, $3 a bottle. French 
perfumes—Arpege, $5, Femme, $8.50, Joy, 
$14, MaGriffe, $5.25, for half ounce bottles. 

Dominican Republic: Haiti’s next-door 
neighbor also offers bargains in French per- 
fume. Here, too, Scotch whiskey is $2.75 a 
fifth, bourbon, $2.50, gin, $1.50. Tortoise 
shell jewelry—earrings, bracelets, pins—sell 
for as little as $1.50 each. 

Barbados: Made-to-order suits at prices you 


pay for budget ready-to-wear in the U.S. are 
one of the shopping surprises of this British 
Caribbean resort island. A woman’s Irish 
linen suit, including the material, costs only 
$35, custom-made. A man’s suit of English 
woolens—tropical or tweed—truns around $45, 
with material. Three fittings are necessary but 
orders are filled in four days. Like Nassau and 
Jamaica, there are bargains in French per- 
fumes, English china, and liquors. The finest 
Scotch is $3 a fifth, while mellow rum is $1.15. 
This island also offers the variety of fiber 
articles—luncheon mats, purses, beach hats, 
rugs, etc., that Jamaica and Nassau do. Here, 
however, you can get the lacelike fiber rugs 
made in Dominica. 


—Continued on page 164a 
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WORKS FROM @) rc INSIDE OUT 


Treatment 
for the 
sinus symptom 
comples 


Calurin® plus Triaminic® 


In acute and chronic sinusitis 


...a logical, clinically superior formulation of 


Calurin 


. the new, freely soluble, better tolerated 
neutral salt of aspirin 


relieves pain 
. fast and effectively 
Triaminic 


. the leading oral nasal decongestant... 
safer and more effective than topical medication!” 


relieves pressure 


. within minutes 


Ursinus Inlay-Tabs*™ contain: 


CALURIN (stable, freely soluble 
calcium acetylsalicylate carbamide) 
equiv. to acetysalicylic acid 


TRIAMINIC 

(phenylpropanolamine HCl, 25 mg., 
pheniramine maleate, 12.5 mg., and 
pyrilamine maleate, 12.5 mg.) 


INDICATIONS: Acute, subacute and chronic sinusitis. 
Relief of symptoms accompanying the common cold. 


DOSAGE: Adult: 1 or 2 Ursinus Inlay-Tabs 
every 4 to 6 hours. Children 6 to 12: % to 
2. ween, D. F.: Clin. 1 UrRsINus Inlay-Tab every 6 hours. 


Med. 5:1183 (Sept.) 1958. 
L F. M:: Illinois SUPPLY: Bottles of 100 Ursinus Inlay-Tabs. 


M. J. 112:259 (Dec.) 1957. Ursinus is available on prescription only. 


SMITH-DORSEY « Lincoln, Nebraska 
a division of The Wander Company 
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ANNOUNGING 
SCHERINGS 
NEW 


“EASES STRAINS 
R [- & LOW 
BACK PAINS...! 


CARISOPRODOL 


; 
my 


RELA—a new myogesic for better 

} relaxant and analgesic therapy— 
| more adept management of 
spasm and pain in strains, 
sprains and low back pains. 


RELA—though asingle drug—is a true 
myogesic and works rapidly 
to achieve three desired effects... 


Rela relaxes acute muscle spasm 
Relief of muscle spasm (96% excellent 
to good effectiveness)! 

Rela provides a unique quality of 
persistent pain relief through 
its relaxant and analgesic actions 

“Relief from pain was usually rapid 

and sometimes dramatic”! 


Rela, through relaxation and analgesia, 
q assures daytime ease and nighttime rest 
“... Anumber of patients reported 
freedom from insomnia which they 
attributed to freedom from pain.”’! 


indications: RELA is most beneficial in those 
conditions of the musculoskeletal system 
manifesting pain, stiffness and spasm. 

safety: Studies of more than 1400 patients 
indicate that the toxicity of RELA is exceptionally 
low. In human subjects, respiratory, 

blood pressure or blood chemistry changes 
and/or renal, hepatic or endocrine dysfunction 
have not been reported. 

dosage; The usual adult dosage of RELA is 

one tablet 3 times daily and at bedtime. 

RELA has a rapid onset of action, with relief 
usually apparent within 30 minutes, and 
persisting for at least 6 hours. 

supply: RELA is available as 350 mg., pink, 
coated tablets in bottles of 30. 


1. Kuge, T.: To be published. 


x MYOGESIC 
muscle nalgesic — 


relaxant 


= 
= 
: 
: 
1 
z= 


PRACTICAL BOOKS 
FOR THE TRAVELER 


The World Traveler's Medical Guide and 


Europe in a Suitcase are two books of real 
value to the traveler. Suitcase is a short and 


to-the-point book that is crammed with use- _ 


ful information about planning, packi 


choosing the right mode of travel for you, 


driving abroad, etc. Also contains) handy 
check lists. This is a compact book de- 
_ signed to be taken with you on your travels. 

The Medical Guide is intended for the 
layman going overseas, but it will also prove 


‘its worth to the physician, especially when 


_ patients ask him knotty questions about 
health aspects of travel. Written by a doc- 
tor, this book gives practical medical facts 
about every place on earth the American 
traveler is likely to visit. Information is 
easy to look up, as countries are arranged 
in gazetteer fashion. Here are some of the 
main categories of information: 

@ Shots you will need for where you 
are going. 

@ Which drugs you should take with you 
and which you are almost certain to be able 
to obtain. 

@ A listing of medical facilities in all 
areas, giving the names, addresses and tele- 
phone numbers of English-speaking physi- 
cians and the locations of medical schools 
and hospitals. 

@ Translations into French, Spanish and 
Italian of hundreds of medical and health 
phrases. 

@ A rundown of the special health haz- 
ards to be found in various parts of the 
world. 

Europe in a Suitcase is by Muriel Wilson 
Scudder. Cost is $1, and copies may be ob- 
tained from book dealers or by writing the 
author directly. Her address: Abbey Road, 
Manhasset, N. Y. 

The World Traveler's Medical Guide, by 
Richard T. Atkins, M.D., and Jane McGlen- 
non Atkins, is published by Simon and 

Schuster. Price is $1.95. 
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Virgin Islands: St. Croix is becoming as 
synonymous with bargain shopping as nearby 
St. Thomas. Both are free ports. Liquors are 
very inexpensive: Scotch, $1.69 a fifth, rum, 
50 cents and up, Canadian whiskies and French 
cordials, $1.50 and up, gin, 75 cents and up, 
cognacs and champagne, $3 a bottle. Perfume 
prices about the same as Jamica and Haiti. 
Danish silverware runs $34.50 for a Hansen 
six piece place setting. French crystal, $11.95 
to $15 for a place setting (wine, water, cham- 
pagne and cordial). English and Danish china 
40 percent less than in the United States. 
Dynasty silk dresses from Hong Kong, shorts, 
shirts, skirts, sweaters, handbags and shoes, 
from Italy, France, Ireland and Austria are 
bargains. English yard goods also are low 
priced. 


Oriental Silks 


Trinidad: Bargain items range from straw 
beach hats to brandy or bourbon. German 
cameras, Indian camphor chests, silver baubles 
and bone china. Last of the string of 
Caribbean islands, Trinidad is British. But its 
potpourri of people—East Indians, Chinese, 
Britishers and Negroes—explain why shop 
showcases display Indian brassware, Oriental 
silks, English tweeds, native Negro dolls. Good 
buys include: Teakwood chests, inlaid with 
ivory or brass from $9 to $33; handcarved 
camphor chests from $27 to $84. Mandarin 
coats from $30. Handmade East Indian silver 
jewelry, cashmere sweaters, doeskin gloves, 
Irish linens, English china, German cameras. 

Curacao: Everything that has been named 
thus far will be found at bargain basement 
prices in this tidy Dutch island off the coast 
of Venezuela. It is a big shipping center as 
well as a busy aerial hub. Here, too, one finds 
French and Belgian beaded bags, Dresden 
porcelain, Hong Kong linens, Indian saris, silks 
and jades from China, ivory ani teakwood 
from India, hand-embroidered napery from 
Madeira, to mention just a few of its offerings. 
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in your first instructions for the newborn... 
as basic as the bath... VI-SOL* VITAMIN DROPS 


Baby’s bath—basic to help guard against infections. Vi-Sol drops—basic 

to help guard against vitamin deficiencies from the very first visit. Why Vi-Sol drops? Because 
they are quality formulations of acknowledged potency, safety and acceptability, in line with the 
Mead Johnson tradition of product leadership in infant nutrition. Products of choice in 
premature centers— dynamic retail product movement provides added assurance of freshness, 
readily accepted by mother and baby alike—three authoritative formulations to meet individual 
nutritional needs...these are but a few of the outstanding features that have made Vi-Sol drops 
one of the most popular of all infant vitamin supplements. You 

select the formulation—3, 6 or 10 vitamins to suit individual needs: 


TRI-VI-SOL® drops—3 basic vitamins; 
POLY-VI-SOL® drops—6 essential vitamins; 
DECA-VI-SOL® drops—10 significant vitamins. 


\ Mead Johnson 
Symbol of service in medicine 


241, tn orana 


82960 


clinical investigations over 25-year ; 
have shown that KONDREMUL restores 4 


bowel regulator, a micromulsive mineral oil 
__ in Irish Mos8— mixes readit 


wa cold ni 


Available in 3 forms 

~KONDREMUL Plain 
KONDREMUL with Cascara 

KONDREMUL with Phenolphthalein 


Write today for your supply of “A Gui 

Normal Bowel Function.” The pamphlet. 

_ suggestions to patients. to help them. cooperate 
with therapy and thus. - themselves main 


Smith, Miller & * Inc. 


FINE PHARMACEUTICALS * 902 BROADWAY, N. Y. 10 
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micromulsion bowel regulator Pateh 
move in the right ¢ 
..re-establishes predictable regularity of 
| YN action after prolonged use of habit-forming 
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Helps prevent vitamin-mineral deficiencies by providing comprehensive nutritional supplementa- . 
tion. Just one capsule daily supplies therapeutic doses of 9 important vitamins plus significant quan- 
tities of 11 essential minerals and trace elements. 

Each MYADEC Capsule contains: VITAMINS: Vitamin B,. crystalline—5 meg.; Vitamin B» (riboflavin)—10 mg.; Vitamin 
B. (pyridoxine hydrochloride)—2 mg.; Vitamin B; mononitrate—10 mg.; Nicotinamide (niacinamide)—100 my.; Vitamin 
C (ascorbic acid)—150 mg.; Vitamin A—25,000 units; Vitamin D—1,000 units; Vitamin E (mixed tocopheryl acetates)— 
5 I.U.; MINERALS (as inorganic salts): Iodine —0.15 mg.; Manganese —1.0 mg.; Cobalt —0.1 mg.; Potassium —5.0 mg.; 
Molybdenum — 0.2 mg.; Iron—15.0 mg.; Copper—1.0 mg.; Zinc—1.5 mg.; Magnesium —6.0 mg.; Calcium —105.0 mg.; 
Phosphorus — 80.0 mg. Bottles of 30, 100, 250, and 1,000. 


PARKE, DAVIS & COMPANY: DETROIT 32, MICHIGAN 3 |p): 


when sleeps through breakfast 
works through lunch... 


high potency vitamin-mineral supplement 


‘ 
| 


@ From June 26 to August 21, 1960, an 
exhibit of Flemish masters will take place in 
the Groeninge Museum in the city of Bruges, 
Belgium. The exhibit is jointly sponsored by 
President Eisenhower and King Baudouin, and 
brings back, temporarily, 150 of the most 
beautiful 15th century canvases, sculptures and 
tapestries to their country of origin, Belgium. 
Many of the works of art are being lent by 
American museums and private collectors. 


@ Scattered throughout the 
counties of Ireland are many fine fe ka 
country houses and castles. Some 'e 
of them, although cherished pri- \ 
vate homes, are open to visitors 
for their historical interest. Some accept a lim- 
ited number of paying guests, and others have 
been converted into superb hotels. For further 
information, write the Irish Tourist Office, 33 
East 50th Street, New York 22, N. Y. 


@ For the first time passengers may now 
buy liquor duty-free when departing for the 
U.S. from London Airport and from Prestwick 
Airport, Scotland. Gin at $2.75 per bottle and 
Scotch whisky at $3 may be bought in one and 
five-bottle packages. Five bottles may be 
brought into the U.S. duty-free. 


@ A new transportation 
link between Nassau, Ba- 
hamas, and south Florida’s 
Gold Coast went into oper- 
ation recently when the Bahama Star, owned 
by the Eastern Shipping Corporation, began 
its twice-a-week sailing schedule. The ship, 
the former Arosa Star, has been refurbished 
and air-conditioned. Fare schedules which 
include the use of the ship as hotel for pas- 
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sengers begin at $54. For transportation 
only, round-trip fares begin at $39. The ship 
has five passenger decks, a lounge and enter- 
tainment area and extensive facilities for public 
dining. 


@ Haiti now is only 4% hours from New 
York by Pan American jetliner to the Domini- 
can Republic and connecting flights to Port 
au Prince. Pan Am’s Boeing 707s cover the 
1600 miles to Ciudad Trujillo in 3 hours 15 
minutes. Thirty minutes later DC-6B Clippers 
take off from the Dominican capital for the 50 
minute flight to Port au Prince. The new serv- 
ice is offered four times weekly in each direc- 
tion, with flights on Tuesday, Friday, Saturday 
and Sunday. 


—Travel concluded on 174a 


"A contractor with 
ulcerative colitis 
built this beautiful 
5 bathroom, 2 bed- 
room house... 
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Synonyms for 
Pain Relief... 


‘TABLOID’ 


‘EMPIRIN' 
COMPOUND 


Acetophenetidin 
Acetylsalicylic Acid .... 
Caffeine 


minor surgery 


CODEINE 


neoplasm 


x migraine 
No 1 musculo-skeletal pains 
Acetophenetidin ...... gr. 2% 
Acetylsalicylic Acid .... gr. 342 -postdental surgery 
post-partum involution 
fractures 


No. 2 Acetophenetidin synovitis itis 
Acetylsalicylic Acid .... 


Codeine Phosphate 


of pain 
Codeine Phosphate y of all degrees of 


N 0 3 severity up to 
Acetophenetidin 


Acetylsalicylic Acid ... . gr. thatwhieh 


Codeine Phosphate 


No. 4 Acetophenetidin 


Acetylsalicylic Acid .... 


ty, 
Codeine Phosphate ar, unproductive coughs 


*Subject to Federal Narcotic Regulations 


fevers 


BURROUGHS WELLCOME & CO. (U.S.A. i Tuckahoe, New York 
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| 
169a 


170a 


new 


for angina pectoris: 


Often Succeeds in Difficult Cases 


Among 48 patients‘ previously treated with 
other coronary vasodilators, ISORDIL was 
demonstrably superior in 37, equivalent in 
9, inferior in 2. 


Markedly Reduces Attacks 


Albert’ found that 92 per cent of patients re- 
sponded favorably to ISORDIL. During this 
study, anginal attacks were reduced from 
an average of 5 a day to just 1.2 a day 


Benefits Confirmed by EKG’s 


Electrocardiographic studies by Russek? 
clearly show that ISORDIL produces a more 
favorable balance between oxygen supply 
and demand following the Master two-step 
test. 


“The most effective medication for the 
treatment of coronary insufficiency 
available today.” 

—Sherber® 
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prompt, prolonged coronary vasodilatation 


oe ISORDIL acts rapidly compared with other prophylactic 
ra id onset agents—patients usually experience benefits within 15 
to 30 minutes. Virtually eliminates unprotected periods. 

The beneficial effects of a single dose persist for at least 


rolon ed action 4 hours—therefore for most patients q.i.d. dosage is 
highly satisfactory. 


= Response of patients treated in various clinical studies 
consistent effect 
cent unsatisfactory. 


The only side effect reported has been transitory, easily 


U n uU SU al safet controlled headache, normally considered an expression 
of effective pharmacodynamic activity.? 


References: 

1. Summary of Case Reports on File, lves-Cameron Company (1958-1959). 2. Riseman, J.E.F., et al.: Circu- 
lation 17:22 (Jan.) 1958. 3. Russek, H.I.: Personai Communication (Oct., 1959). 4. Case Reports on File, Ives- 
Cameron Company (1958-1959). 5. Albert, A.: Personal Communication (Oct., 1959). 6. Sherber, D.A.: Personal 
Communication (Oct., 1959). 


“ISORDIL is a new and effective agent for 
therapy of angina pectoris." 
—Russek* 


SOR 


ives Isosorbide Dinitrate, ives-Cameron@ 
“/ IVES-CAMERON COMPANY « New York 16, New York 


Literature and Professional Samples Available on Request 


*Trademark 
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BEFORE: Severe, persistent der- 
matomycosis of several months 
duration. 


NOW AVAILABLE 
WHITE’S VITAMIN 
A&D OINTMENT 
with Prednisolone 


AFTER: Same patient after two 
weeks therapy with Vitamin A and 
D Ointment with Prednisolone. 
Medication applied twice daily. 


White's Vitamin A and D Ointment is now available with Prednisolone (0.5 per cent) ina 
lanolin-petrolatum base. The local anti-inflammatory and anti-pruritic effects of prednisolone 
augment the healing, soothing and protective effects of White’s Vitamin A and D Ointment. 
For dermatoses caused by thermal or chemical irritants, common allergic skin 
disorders and nonspecific pruritus ani and vulvae. Supplied in 10 and 25 Gm. tubes. 


White Laboratories, Inc., Kenilworth, New Jersey. 
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Esidrix potentiates the action of Apresoline, producing good 
blood pressure response with low dosage, minimal side effects. 
Added benefits: Improves renal blood flow; relaxes cerebral 
vascular tone; provides diuresis in decompensated cases. Each 
combination tablet contains 25 mg. Apresoline and 15 mg. Esidrix. 
APRESOLINE® (hydralazine hydrochloride and hydrochlorothiazide c1BA ) 


Complete information available on request 
2/2762 48 


> |Aypertension: 


Calendar of Meetings 


APRIL 
New York, N. Y. International Anatomical 
Congress, April 11-16. Contact: Dr. D. W. 
Fawcett, Dept. of Anatomy, Cornell University 
Medical College, 1300 York Avenue, New 
York 21, N. Y. 


San Francisco, Calif. American College of Phy- 
sicians, April 4-9. Contact: Mr. E. R. Love- 
land, 4200 Pine St., Philadelphia 4, Pa. 


Nassau, Bahamas. Bahamas Medical Confer- 
ence, April 1-14. Contact: Dr. B. L. Frank, 
P. O. Box 4037, Fort Lauderdale, Fla. 


Chicago, Ill. Chicago Committee on Trauma, 
American College of Surgeons, April 27-30. 
Contact: Dr. John J. Fahey, 1791 W. Howard 
St., Chicago 26, IIl. 


MAY 
Geneva, Switzerland. World Health Assembly, 
May 3. Contact: World Health Organization, 
Palais des Nations, Geneva. 


Rome, Italy. Congress of the International 
College of Surgeons, May 15-18. Contact: 
Dr. Max Thorek, 850 W. Irving Park Rd., 
Chicago, Ill. 


Mexico City, Mex. Pan-American Medical 


Association Congress, May 2-11. Contact: Dr. 
Joseph J. Eller, 745 Fifth Avenue, New York 
22, N. ¥. 
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A listing of impertant national and international medical conferences 


JUNE 
Miami Beach, Fla. American Medical Asso- 
ciation, Annual Meeting, June 13-17. Contact: 
Dr. F. J. L. Blasingame, 535 North Dearborn 
St., Chicago 10, Ill. 


JULY 
Stockholm, Sweden. International Congress 
Against Alcoholism, July 31-Aug. 5. Contact: 
Dr. Archer Tongue, Case Gare 49, Lausanne, 
Switzerland. 


New York, N. Y. International Congress on 
Occupational Health, July 25-29. Contact: Dr. 
Leo Wade, 15 West 51st St., New York, N. Y. 


Bahia, Brazil. Pan-American Tuberculosis 
Congress, July 10-14. Contact: Prof. Fernando 
D. Gomez, 26 de Marzo, 1065, Montevideo, 
Uruguay. 


AUGUST 
Basle, Switzerland. International Congress of 
Internal Medicine, Aug. 24-27. Contact: 
Secretariat, Sixth International Congress for 
Internal Medicine, 13, Steinentorstre, Basle, 
Switzerland. 


SEPTEMBER 


West Berlin. World Medical Association, Sept. 
15-22. Contact: Dr. Louis H. Bauer, 10 
Columbus Circle, New York 19, N. Y. 


Honolulu, Hawaii. Pan-Pacific Surgical Asso- 
ciation, Sept. 28-October 5. Contact: Dr. F. J. 
Pinkerton, Suite 230, Alexander Young Build- 
ing, Honolulu 13, Hawaii. 
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What 5-fold absorption really means... 


Appetite... 
Growth with 


Cynal, the new modern approach to vitamin Biz therapy, results in a better 
patient response through L.B.12, a unique aid to vitamin Bie absorption. 
L.B.12 is vitamin Bi2 adsorbed on a special resin vehicle providing more 
= - than 5-fold the usual oral absorption of vitamin B:2.' Cynal therapy aids in 
_LLovo BROTHERS, INC. | stimulating appetite, increasing food intake and helps insure healthy 


x CINCINNATI 3, OHIO growth. 
A single dose of Cynal provides not only generous amounts of vitamin 


Biz but also vitamins B; and Be as valuable adjuncts to absorption? and 
body metabolism. 


4 


5-fold ORAL vitamin By absorption...plus tasty “Cherro-Chew” 
tablets which dissolve on the tongue or are easily crushed on a spoon 


Cynal is prepared in “Cherro-Chew” tablets for easy and pleasant 
administration. Soft, tasty cherry-flavored tablets can be dissolved 
on the tongue, chewed or swallowed whole. For liquid administra- 
tion, crushed Cynal tablets dissolve readily in water. 


EACH SOFT TABLET CONTAINS: 

Thiamine mononitrate (vitamin Bi). . . . . . . 10mg. 
Pyridoxine hydrochloride (vitamin Bs) . . . .. . 5 mg. 
*Lloyd's absorption-enh 
DOSE: One tablet per day. 


SUPPLIED: Bottles of 50 tasty Cherro-Chew tablets. 
REFERENCES : 
1. Chow, B. F.: Gerontologia 2:213-221, 1958. 
2. Chow, B. F., et al.: Am. J. Clin. Nutrition 6:386, 1958. 


ing complex of vitamin B,2 (B,2 from Cobalamin Concentrate). 
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NEW ESTROGEN APPROACH TO THE POSTMENOPAUSE 


Menopausal symptoms are often in- 
tensified following the sharp drop in 
available endogenous estrogen dur- 
ing the early postmenopause. 

At that time—when periods stop but 
symptoms continue—TACE is most val- 
uable. It usually means a symptom- 
free adjustment tothe postmenopaus- 
al state. How? TACE stores in body 
fat, releases slowly, evenly, in the 
same manner as a natural hormonal 
secretion. A normal course of TACE 
therapy is 30 or 60 days. But even af- 
ter therapy stops, estrogenic activity 
continues, gradually tapers off, fi- 
nally is exhausted in about 2 months. 
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Thus, sudden endometrial change 
doesn’t occur, withdrawal bleeding 
is rare. Artificial stimulation and 
“estrogen dependence” are avoided. 
Complicated dosage adjustment is 
unnecessary. Finally, there are no 
“peak-and-valley” estrogenic effects. 


You can observe this unique effect 
in your patients. Simply prescribe 
two TACE 12 mg. capsules daily 
for 30 days. A severe case may re- 
quire an additional 30-day course. 


TRADEMARK: TACE® 


THE WM. S. MERRELL COMPANY 


New York « Cincinnati » St. Thomas, Ontario 
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MODERN THERAPEUTICS 


New therapies and significant clinical investigations 


abstracted from other journals. 


Tumors of the Testis 

“The management of tumors of the testis is 
by no means a settled issue. Surgery and the 
x-ray have improved the outlook for many of 
these unfortunate individuals but the results to 
date still leave much to be desired. Undoubt- 
edly there is still room for improvement in 
surgical technique and application of irradia- 
tion. The field of chemistry offers some hope 
but as yet is not well explored. On the basis 
of our present knowledge and experience, the 
current policy for treatment of testis tumors 
at the Walter Reed Army Hospital is as fol- 
lows: 

1) Seminoma. If there is no evidence of 
clinical metastasis, the orchiectomy is followed 
by irradiation therapy to the abdominal lymph- 
atic chain. This consists of giving a total tumor 
dose of 2000 r. through opposing portals over 
an average period of 28 days. If metastases 
are clinically present in the abdomen, medias- 
tinum, and/or the clavicular areas, irradiation 
therapy is then directed to the entire lymphatic 
chain, giving a total tumor dose of 2000 r. to 
each area. This can usually be given in an 
average period of 50 days. If there are meta- 
stases to the lung, these areas are included in 
the radiation field. 

2) Embryonal Carcinoma and Teratocarci- 
noma. In the absence of clinical metastases, 
orchiectomy is followed by bilateral lymphade- 
nectomy performed through a transperitoneal 
approach. If the nodes removed are negative 
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pathologically no further therapy, such as irra- 
diation, is given. If any of the nodes removed 
reveal metastasis, or if at the time of surgery 
the patient was found to be inoperable and 
only a biopsy could be obtained, postoperative 
irradiation is applied to the entire lymphatic 
chain, including the left supraclavicular area, 
mediastinum and abdomen. A tumor dose of 
4000 r. is delivered to each of these areas over 
an average period of 110 days, beginning with 
the upper abdominal portal. An exposure of 
40900 r. is considered the upper limit of safety. 
All irradiation is given by the million volt 
therapy equipment. If clinical evidence of 
metastasis is present prior to treatment, orchi- 
ectomy is followed by irradiation applied to the 
entire lymphatic chain, and will include the 
lung fields if involved. Treatment in these ad- 
vanced cases, or in those patients who return 
with metastasis, unfortunately may be limited 
to palliative measures. These include nitrogen 
mustard therapy with ACTH, castration with 
or without supplemental stilbestrol, local irra- 
diation and other measures. 

3) Choriocarcinoma. Patients with chorio- 
carcinoma are treated by high orchiectomy 
only. It is felt that lymphadenectomy and/or 
irradiation therapy will not alter the course of 
the disease. Other supplemental measures have 
likewise proven unsatisfactory. 

4) Adult Teratoma. These patients are 
treated by orchiectomy and lymphadenectomy, 


Continued on page 178a 
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painful 
breast 


prevented 


prevent 
hemorrhage 
due to 
uterine atony 


TACE 


with Ergonovine 


engorgement 6 | 


(chlorotrianisene) 
Treatment of choice to suppress lactation.’ Clinicians? have named 
TACE “,,.the most satisfactory drug for use at delivery in the suppression 
of lactation.” 
Re-engorgement almost never occurs. In over 3,000 patients studied,!“ 
only 3 cases of refilling were reported. 
Withdrawal bleeding rare,’* because TACE, stored in body fat, is re- 
leased gradually, even after therapy is discontinued, 


Available ...12 mg. and 25 mg. capsules 


1. Bennett, E. T. and McCann, y) 

E. C.: J. Maine M. A. 45:225. 2. 

Eichner, E., et al.: Am. J. Obst. & Merrell THE WM. S. MERRELL COMPANY 
Gynec. 6:511. 3. Nulsen, R. O., e¢ Qgpiupetietemgy New York * Cincinnati * St. Thomas, Ontario 
al.: Am. ) Obst. & Gynec. 65 :1048. TRADEMARKS: “TACE WITH ERGONOVINE,’ TACE® 
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SUPPOSITORIES 


~~ Relief and comfort for 
patient begin with the 
prescription padi. 
~ Many thousands of physicians 
confidently prescribe 
Recta MEDICONE SUPPOSITORIES 
and UNGUENT for safe* 
comprehensive 
thera 


c NTAINS NO NARCOTICS WHICH May 


-MEDICONE COMPANY 
225 Varick Street — New York 14, 


MODERN THERAPEUTICS—Continued 


followed by irradiation if the nodes are posi- 
tive. Radical treatment is considered justifiable 
because of the minimal surgical risk associated 
with lymphadenectomy and the incidence of 
metastasis by elements other than teratoma. 
There is one such case in this series, and a 
recent patient had positive nodes showing tera- 
tocarcinoma.” 


JOHN F. PATTON and NICHOLAS MALLIS 
The J. of Urology (1959) Vol. 81, No. 3, Pp. 460-61 


Kuru: an Acute Disease of the 
Central Nervous System Among 
Natives of New Guinea 


“1. A clinical, pathological and epidemiolo- 


| gical study has been made of 200 cases of a 


new neurological illness occurring in natives of 
the Fore linguistic and cultural group in the 
Eastern Highlands of New Guinea, and in their 
immediate tribal neighbors who intermarry 
with them. This appears to be related to the 
group of heredofamilial progressive degenera- 
tive disorders of the central nervous system. 
Since the onset of investigations over 350 
patients have now been studied. 

2. Kuru causes the death of about | percent 
of the affected population each year. In some 
communities the present incidence of Kuru 
reaches 5 to 10 percent, and over 50 percent 
of all deaths have been from Kuru in certain 
areas. 

3. The disorder principally affects adult 
females, but almost one-quarter of the cases are 
in children of both sexes. Rarely, adult males 
are involved. The disease is generally fatal in 
six to nine months. The occurrence of mild, 
remitting forms of the disease is discussed. 

4. The illness is apparently restricted to the 
Fore people, some 11,000 in number, and to 
only those portions of their tribal neighbors, 
the Auiana, Usurufa, Kanite, Iate, Keiagana, 
Kimi, Kamano and lagaria, who are imme- 
diately adjacent to the Fore-Kuru region—an 
estimated additional population of 6,000. 

5. Neurohistological examination of fifteen 
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of the twenty-nine brains thus far obtained 
from Kuru patients has revealed a widespread 
neuronal degeneration, myelin degeneration and 
astroglial and microglial proliferation. The 
cerebellum and extrapyramidal system are most 
severely affected. There are also changes in 
the anterior horn cells, inferior olives, thalamus 
and pontine nuclei. In addition, plaque-like 
anistropic bodies resembling senile plaques are 
found in the cerebellum, sometimes in the basal 
ganglia and cerebral cortex. Occasional peri- 
vascular cuffings with mononuclear cells are 
found. Gross and microscopic pathological 
study of other tissues from twenty-four patients 
have thus far shown no specific lesions. 

6. Acute meningoencephalitis, with a mono- 
nuclear pleocytosis in the cerebrospinal fluid, 
has been discovered in the region but it has 
been impossible to establish any relationship 
between this infection, presumably viral, and 
Kuru. 


7. No antecedent encephalitic or meningo- | 


encephalitic illness or any other acute infec- 
tious disease has been identified in the study 
of Kuru and no nutritional or toxic factor has 
been incriminated as of possible etiological 
significance in the disorder. If the degeneration 
of Kuru is a postinfectious phenomenon the 
antecedent illness must be so mild or subtle as 
to escape detection by the natives and our- 
selves. 

8. A congenital, familial tremor which does 
not greatly interfere with a normal life in native 
society has been found and is easily differen- 
tiated from the rapidly progressive degeneration 
seen in Kuru. 

9. Extensive search for toxic factors which 
might be of etiological significance in Kuru, in 
diet, water, pica, smoke, materials used in 
body painting and in native salt preparations 
and medicines has been unsuccessful. Toxic 
trace metals have not been found in analyses 
of tissues from Kuru patients. The fact that 
Kuru has developed in natives from the Kuru 
region after long residence in alien environ- 
ment with Kuru-free populaces, far outside the 
Kuru region, markedly limits the toxic possi- 
bilities. The possibility of a genetically deter- 
mined intoxication with substances normally 


Continued on page 182a 
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PHOTOGRAPHIC “FIRSTS” 
The potent spermicidal action of 
the IMMOLIN matrix is recorded 
(600 x) as a viable sperm “freezes,” 
weakens and dies—within the 
distance it normally travels in one- 
paren of a second. 


tive the instant it contacts the 
outer edge of the IMMOLIN Cream- 
Jel matrix. 


WEAKENED — Devitalized and no 
longer motile, the sperm swerves 
from its line of travel and is pulled 
aside by the spreading matrix. 


KILLED — Motion stops, whiplash 
ceases as the sperm succumbs to 
the matrix. 


BURIED—The dead is 
trapped deep in the IMMOLIN 
matrix. 


TRAPPED-—This highly motile, vi- 
able sperm becomes nonreproduc- 


Snowy-white, odorless, dry and static IMMOLIN Cream-Jel com- 
bines the soft, pleasant emollience of a cream with the smooth- 
ness of a jelly, yet minimizes overlubrication, avoids messiness 
and increases “motivation” to use faithfully. 


VAGINAL CREAM-JEL 


Simplified, effective conception control 


NEW THREE-YEAR STUDY 
WITH IMMOLIN CONFIRMS 
EXTREMELY LOW 
PREGNANCY RATE 


An extremely low pregnancy rate of only 3.2 per hundred 
woman-years of exposure is reported’ in a clinical study of 
176 women relying exclusively on IMMOLIN Cream-Jel to pre- 
vent conception. “This pregnancy rate,” state the authors of 
the study which represents 3,354 patient-months, “compares 
favorably with those reported on creams and jellies used 
without an occlusive device and identifies IMMOLIN as an 
effective means of preventing conception.” 


IMMOLIN WORKS ON 
NEW PRINCIPLE TO INHIBIT 
SPERM MIGRATION 


The unique spreading matrix, formed the instant seminal fluid 
contacts IMMOLIN Cream-Jel, firmiy enmeshes even the most 
viable sperm. 


COMBINES ADVANTAGES 
OF CREAM AND JELLY 
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SUCCESSFUL PROTECTION 

4-6 months : | in 98 of 101 patients 
| during i 
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6-12 months 
12-24 months 


24-28 months 


New, simple, dependable 
IMMOLIN Vaginal Cream-Jel 
offers a safe, pleasant, and 
readily accepted method of 
controlling conception 


1. Finkelstein, R., and Goldberg, R. B.: Am. J. Obst. & Gynec. 
78:657 (Sept.) 1959. 2. Goldstein, L. Z.: Obst. & Gynec. 10:133 
(Aug.) 1957. 

HOW SUPPLIED: *900 Package—75 gram tube with improved 
measured-dose applicator and attractive, zippered plastic case. 
=905 Package—75 gram tube only. 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N. Y. 


IMMOLIN is a registered trade-mark of Julius Schmid, Inc 
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MODERN THERAPEUTICS—Continued 


present in diet or metabolism is discussed. 

10. A genetic predisposition is strongly sug- 
gested and the evidence for it is summarized, 
but the ethnic-environmental variables that are 
operating in the pathogenesis of Kuru have not 
yet been determined.” 


D. C. GAJDUSEK and V. ZIGAS 


The Am. J. of Med. (1959) 
Vol. XXVI, No. 3, Pp. 467-68 


Value of Aminopyrine 


“Six cases are reported to illustrate the potent 
antipyretic effect of aminopyrine. In three of 
these cases—one of periarteritis nodosa, and 
two of prolonged intractable fever of unknown 
origin but most likely due to acute exacerba- 
tion of rheumatic fever—aminopyrine was the 
only drug which controlled the fever and 


reversed the progressive downhill course of 
the disease, after weeks of ineffective therapy 
with large doses of chemotherapeutic and anti- 
biotic agents. In these three cases the action 
of aminopyrine simulated that of a specific 
drug and proved to be life-saving. Agranu- 
locytosis did not occur even in the cases where 
the drug was given over long periods of time 
(up to five months continually in two cases, 
and up to two years intermittently in another), 
and a tendency to leukopenia in one case was 
readily controlled by reduction in dosage. 
Aminopyrine is of value particularly in condi- 
tions not amenable to therapy with specific 
chemotherapeutic and antibiotic agents, or 
where these prove to be ineffective; in cases 
where other antipyretics are not tolerated or 
have failed; and in cases where one is unwilling 
Continued on page 185a 


camera equal in quality to your finest 
~ surgical tools, yet priced surprisingly 
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MIRANDA ‘C’, the parallax-free single-lens reflex camera with fully automatic lenses, has every convenience 

feature: fast 50mm f/1.9 lens; instant-return mirror; speeds up to 1/1000th; plus a full complement of acces- 

sories. Provides natural, full-color photo-records for general practitioners, dermatologists, orthopedists, etc. 
Write for FREE booklet on MIRANDA PHOTOGRAPHY, Dept. MT 

ALLIED IMPEX CORP., 300 Fourth Avenue, New York 10, N. Y. 


Chicago 10, Illinois = Los Angeles 36, California 


MEDICAL TIMES 


- 
ORS 
ee 


analexin 


phenyramidol HCl 


a single chemical that is both a general non-narcotic 
analgesic and an effective muscle relaxant 


é announcing a new class of drug / the first analgomylaxant 
| 
| 
: 


where pain makes tension 
and tension makes pain 
analexin stops both effectively 


Analexin is a new synthetic chemical’ that inherently possesses within 
one molecular structure two different pharmacologic actions: (1) anal- 
gesia by raising the pain threshold and (2) muscle relaxation by selec- 
tively depressing subcortical and polysynaptic transmission (interneu- 
ronal blockade), abolishing abnormal muscle tone without impairing 
normal neuromuscular function.” 


The analgesic potency of one tablet is clinically equivalent to that of 
} grain of codeine; however, phenyramidol is non-narcotic nor is it 
narcotic related. It is not habituating. No evidence of tolerance or 
cumulative effects. Muscle relaxant effect is comparable to the most 
potent oral muscle relaxants available. 


#Y relieves the total pain experience... 


Pain, regardless of origin, is often paralleled by muscle tension, which 
may play a significant role in exacerbating the total pain experience. 
Employment of phenyramidol, a single agent with two distinct but 
simultaneous physiologic actions, has obvious advantages; for it can 
relieve the total pain experience more effectively as it acts on pain 
centers and muscle to produce analgesia and muscle relaxation. 


Ay with remarkably few side effects 


Analexin does not produce such centrally induced side effects as seda- 
tion, euphoria, etc., occasionally observed with analgesic agents or 
interneuronal blocking agents. The infrequent occurrence of mild gastro- 
intestinal irritation, or epigastric distress, pruritus with and without rash, 
has been noted. However, these effects subside promptly when dosage 
is reduced or discontinued.® 
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investigator type of pain treated ’ results or comment 


musculoskeletal pain "Not only is satisfactory relief of painful 


states achieved in the majority of patients 
regardless of etiology and duration of 
pain, but there is also no evidence sug- 
gestive of cumulative toxicity. Further- 

ape we more, in contrast to codeine and meperi- 
hospitalized patients dine, the likelihood of untoward reactions 


with pain secondary to occurring in ambulant patients is not 
medical or surgical high."’ 


conditions 


ambulatory patients 
Batterman, with other than muscu- 
Grossman & loskeletal pain 

Mouratoff* 


Excellent or good results in 45 out of 50 
dysmenorrhea cases; poor results in 5 cases in 4 of 
which subsequently pathology was found. 


In 50 cases—40 received excellent relief. 
premenstrual tension Of the remaining 10—five were subse- 
and headache quently demonstrated as migraine. In the 
remaining 5—there were poor results. 


Wainer* 


phenyramidol with aluminum aspirin 
postpartum pain (Analexin-AF) successfully replaced aspi- 
rin and codeine in these 100. cases. 


good to fair results in 29 out of 32 cases; 
poor results in 3 patients. 


Bealer® musculoskeletal pain 


ambulatory patients 
Stern® with a variety of pain- good relief in 32; poor in 8. 
ful conditions 


satisfactory results in 15; fair in 5; all 


7 
r menorrhea 2 : 
Bade dysmenorrhe 0 women were able to remain at work. 


analexin each tablet contains 200 mg. of phenyramidol HCI. Indi- 
cations: for relief of pain, as in dysmenorrhea; postpartum pain; gout; ten- 
sion headache; epigastric and abdominal distress; genitourinary conditions; 
low back pain, sprains and strains; myalgia, stiff neck, etc. Dosage: One or 
2 tablets every 4 hours. Analexin is a yellow uncoated tablet. 


analexin-AF each tablet contains 100 mg. of phenyramidol and 
300 mg. of aluminum aspirin. Indications: for relief of pain and muscle 
tension complicated by inflammation and/or fever, as in: arthritis, arthralgia, 
bursitis, tendinitis. Dosage: 2 tablets every 4 hours. Analexin-AF is a two 
layered tablet—yellow and white. 


wees: 1. Gray, A. P., and Heitmeier, D. E.: J. Am. Chem. Soc. 81:4347, 1959. 2. O'Dell, T. B., et al.: Fed. Proc. 
18:1694, 1959. 3. Batterman, R. C.; Grossman, A. J., and Mouratoff, G. J.: Am. J. Med. Se. 238:315, 1959. 4. Wainer, 
A. S.: The Use of Phenyramidol in Obstetrics & Gynecology, Read before the New York Academy of Sciences, Dec. 5, 
1959. 5. Bealer, J. D., Clinical Report 511; 592, April 1, 1959. 6. Stern, E.: Clinical Report 511; 599, May, 1959. 7. Bader, 
G.: Clinical Report 511; 598, Aug., 1959. (Clinical Reports referred to are on file at the Medical Department, Irwin, 
Neisler & Co.) Irwin, Neisler & Co. Decatur, Illinois 
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CITRUS BIOFLAVONOIDS 


When 
capillary 

or other 
vascular 
damage 
accompanies 
stress 
conditions 


Hesperidin, Hesperidin Methyl Chalcone, or Lemon Bioflavonoid Complex are 
prescribed as therapeutic adjuncts for control of vascular and capillary damage 
and abnormal cellular metabolism associated with many stress conditions. 


These stress conditions may result from nutritional deficiencies, 
environment, drugs, chemicals, toxins, virus or infection. 


SUNKIST AND EXCHANGE BRAND Hesperidins and Lemon Bioflavonoid 
Complex are available to the medical profession in specialty 
formulations developed by leading pharmaceutical manufacturers. 


Sunkist Growers 


PRODUCTS SALES DEPARTMENT ¢ PHARMACEUTICAL DIVISION 
Ontario, California 
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Maintenance 
of Capillary 
Integrity 


Incidence of impaired capillary 
function is more frequent than 
previously recognized. Many 
publications indicate the frequency of 
increased capillary weakness ranges 
from 16% to as high as 80% of 
patients examined (1-4). 


Reports show older people have a high 
incidence of capillary fragility (6). 

In a group of 111 patients, capillary 
weakness was noted to be greatest in 
the fifth and sixth decades (5). 


Hypertensives (7, 8, 9) and those with 
chronic diseases such as arterio- 
sclerosis, diabetes and rheumatoid 
arthritis, have shown varying degrees 
of capillary involvement. Hemorrhagic 
conditions of the brain and heart have 
shown localized injury in the capillary 
(10, 11). 


Capillary fragility has been shown to 
be associated with many bacterial, 
viral and inflammatory diseases 
(12-23). 


Various bioflavonoid materials have 
been evaluated for their effect upon 
the capillary. Degree of fragility has 
been determined by numerous 
procedures (24-30). 


The therapeutic rationale of combining 
Hesperidin or other citrus 
bioflavonoids with ascorbic acid or 
other therapeutic agents is based on 
the premise that capillary weakness 
may be a contributing factor to the 
disease state and that capillary 
integrity should be maintained. Citrus 
bioflavonoids in conjunction with 
ascorbic acid appear to enhance the 
efficacy of other therapy, and help 
control such factors as infection, stress 
and nutritional deficiency even in 
cases not showing capillary weakness. 


NOTE: For bibliography (B-701 ) 
write Sunkist Growers, Pharmaceutical 
Division, 720 E. Sunkist Street, 
Ontario, California. 
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to assume the risks of therapy with cortico- 
tropin and the corticosteroids, or these have 
failed, or some specific contraindication to their 
use exists in a particular case. However, amino- 
pyrine may be used in any condition as the 
primary agent to control high or prolonged 
fever, alone, or as a supplement to other 
therapy. 

Aminopyrine is still a uniquely valuable and 
occasionally life-saving antipyretic which de- 
serves a trial whenever fever is a significant 
feature of the clinical picture of disease. It 
may be effective under conditions in which 
other antipyretics and even the most powerful 
and specific of the newer drugs fail. The danger 
of agranulocytosis from its use, although real, 
has been overemphasized and is no greater 
than with many other drugs in common use 
today. Aminopyrine has its place in therapeu- 
tics under well controlled clinical conditions 
and under the supervision of a physician, but 
its careless and indiscriminate use is to be 
condemned.” 

LEONARD CARDON, OSCAR H. COMESS, 
THOMAS A. NOBLE, MARK M. POMARANC 


Annals of Internal Medicine (1958) 
Vol. 48, No. 3,Pp. 631-32 


Attempted Abortion with Aminopterin 


“Multiple congenital malformations are de- 
scribed in a child whose mother attempted 
abortion with aminopterin (4-amino-pteroyl- 
glutamic acid) in the 10th week of gestation. 
The child showed intrauterine growth retarda- 
tion, cranial dysostosis, posterior palate cleft, 
mandibular hypoplasia, and anomalies of the 
ears. It seems probable that this unusual syn- 
drome was caused by ingestion of the drug, 
which interfered with normal fetal development 
in the third month of gestation.” 

JOSEF WARKANY, PIERRE H. BEAUDRY, 
STEPHEN HORNSTEIN 


J. of Diseases of Children (1959) 
Vol. 97, No. 3, P. 42, 280 


Continued on page 188a 
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The standard by which the effectiveness 


of other iron therapy MUST be measured 


MOLIRON 


a specially processed, co-precipitated 
complex of molybdenized iron offering 
all these important advantages: 


@ MORE hemoglobin with @ LESS medication 
in a @ SHORTER period of time @ GREATER 
patient tolerance. @ and... costs no more than 
ordinary iron preparations. 

There is a MOL-IRON product for all of your 
patient needs, as listed on pp. 878 to 880 in your 
1960 Physicians Desk Reference. 


1 Erythrocytes 2 Polymorphonuclear Neutrophile 


3Lymphocyte4Monocyte5 Eosinophile6 Basophile 
White Laboratories, inc., Kenilworth, New Jersey 
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CREMOMYCIN.| 


SUCCINYLSULFATHIAZOLE— 
NEOMYCIN SUSPENSION 
wih PECTIN and KAOLIN 
CAUTION. Federal law prohibits 
Grpensing without | 


Merck Sharp & Dohme 
of Merck & Co., Inc. 
Pa. 


Cremomycin, provides rapid relief of virtually all diarrheas 


NEOMYCIN-—rapidly bactericidal against most intestinal pathogens, but relatively ineffec- 
tive against certain diarrhea-causing organisms. 


SULFASUXIDINE@ (succinylsulfathiazole)—an ideal adjunct toneomycin because it is highly 
effective against Clostridia and certain other neomycin-resistant organisms. 


KAOLIN AND PECTIN—Coat and soothe the inflamed mucosa, adsorb toxins, help reduce 
intestinal hypermotility, help provide rapid symptomatic relief. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


IN AND SUL’ ARE TRADEMARKS OF MERCK & CO., INC, 
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The Fatty Meal in Oral Cholecystography 


“The fatty meal was of value in diagnosing 
noncalculous filling defects in the proximal half 
of the gallbladder. It was of minimal value in 
diagnosing stones. Without the fatty meal, a 
morphologic diagnosis would have been missed 
in about | percent of our material. It was of 
limited value in the diagnosis of function, as a 
possible manifestation of cholecystitis. It is to 
be recommended not routinely, but in those 
patients with gravitational suboptimal density 
in the infundibulum, and the unusual case of 
suboptimal concentration without the demon- 
stration of stones in spite of the additive tech- 
nique. Under these conditions, about one- 
third of the examinations will require the fatty 
meal.” 


CHRISTIAN V. CIMMINO 
The Am. J. of Digestive Diseases, 
P. 169. February 1959 


Fall of Blood Pressure 
After A Noradrenaline Infusion 


“The main conclusion from this investigation 
is that when an intravenous drip of noradrena- 
line has been given and the blood pressure 
falls to a low level on stopping it, the right 
procedure is to inject one of the pressor amines 
and not to resume the drip. Blacket, Picker- 
ing, and Wilson (1950) gave long intravenous 
infusions of noradrenaline to rabbits and found 
that the blood pressure fell to a very low 
point on stopping the infusion. During such 
an infusion the blood vessels became increas- 
ingly insensitive to its pressor action. The low 
sensitivity to noradrenaline appears to be due 
to the vessels taking it up and holding it in 
some kind of store from which it is slowly 
discharged. This discharge leaves few recep- 


Continued on page 192a 


...for the 
Painless Treatment of 


WARTS and CORNS 


AN ETHICAL, PRODUCT — PROMOTED ONLY TO PHYSICIANS 


Completely painless; highly effective. Vergo acts without the 
inconvenience and discomfort to the patient which is asso- 
ciated with some other methods, and without scars, burns, 


Daywell \\ Laboratories, 


VERGO 


TRADEMARK 


blisters, or mess. Active ingredients: “Pancin’” (specially pre- 
pared from calcium pantothenate, ascorbic acid and starch). 


Samples and literature on request 


FAIRFIELD 


CONNECTICUT 


MEDICAL TIMES 


r, 
| 
| 
F 
~~ 
~~ 
«< 
| 
: 
> fer 
| 
. 
188a 


allerey-free 
for 
months 


with a one week course of daily injections 
Anergex—I ml. daily for 6-8 days—usually provides prompt relief that persists for months. 


Anergex—a specially prepared botanical extract—is 
nonspecific in action; it suppresses allergic manifesta- 
tions regardless of the offending allergens. It is not a 
histamine antagonist, nor does it merely minimize 
the effects of a single allergen. 

Anergex eliminates skin testing, long drawn-out de- 
sensitization procedures, and special diets. It has been 
effective even in patients who failed to respond to 
other therapeutic measures. 


Reports on over 3,000 patients have shown that 
over 70% derived marked benefit or complete relief 
following a single short course of Anergex injections. 
Effective in seasonal and nonseasonal rhinitis 
(pollens, dust, dander, molds, foods); allergic asthma; 
asthmatic bronchitis and eczema in children; food 
sensitivities. 

Available: Vials containing 8 mi.—one average treatment course. 

WRITE FOR REPRINTS AND LITERATURE 


the new concept for the treatment of allergic diseases 


MULFORD COLLOID LABORATORIES 


MULFORD 


PHILADELPHIA 4, PENNSYLVANIA 


Patent applied for 
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He’ll take 
advancing years 
in stride... 


when he takes Riton iC 


The debilitated or aging patient who lacks 
vitality and drive acquires new zest for liv- 
ing with this gentle stimulant and vitamin- 
hormone combination. 


Each Ritonic capsule contains: 

Ritalin hvdrochloride 

methvltestosterone 

ethinyl estradiol 

thiamin (vitamin B,) 

riboflavin (vitamin B.) 

pyridoxin (vitamin Be) 

Vitamin B,, activity 2 micrograms 
dicalcium phosphate ..250 mg. 
Supplied: RITONIC Capsules; bottles of 100. 
RITALIN® hydrochloride 

(methylphenidate hydrochloride CIBA) BA 


SUMMIT, NEW JERSEY 
Complete information available on request. 2/2778mB 
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Helps you keep your patient 
on your diet 


DOES MORE THAN CURB APPETITE... 
ALSO RELIEVES TENSIONS OF DIETING 


AN EXTENSIVE SURVEY shows that in 68% of over- 
weight persons there is an emotional basis for failure 
to limit food intake.! Appetrol has been formulated to 
help you overcome this problem and to keep your 
overweight patient on your diet. 


THIS NEW ANORECTIC does more than give you 
dextro-amphetamine to curb your patient’s appetite. 
It also gives you Miltown to relieve the tensions of 
dieting which undermine her will power. 


IN PRESCRIBING APPETROL, you will find that your 
patient is relaxed and more easily managed so that 
she will stay on the diet you prescribe. 


Usual dosage: 1 or 2 tablets one-half to 1 hour before meals. 


Each tablet contains: 5 mg. dextro-amphetamine sulfate and 
400 mg. Miltown (meprobamate, Wallace). 


Available: Bottles of 50 pink, scored tablets. 


1. Kotkov, B.: Group psychotherapy with the obese. Paper read 
before The Academy of Psychosomatic Medicine, October 1958. 


ppetrol 


XTRO-AMPHETAMINE + MILTOWN® 


©PL-707 WW) WALLACE LABORATORIES / New Brunswick, N. J. 


j : 
New!...for appetite control | 


MODERN THERAPEUTICS—Continued 


tors free on which noradrenaline present in 
the blood stream can act. The effect of the 
discharge on sympathetic impulses has not been 
fully investigated, but sympathetic tone seems 
to be absent when a noradrenaline drip is 
stopped, perhaps because of ganglionic block. 

However, when sympathetic tone is ineffec- 
tive a rise of blood pressure follows the injec- 
tion of a pressor amine like ephedrine or one 
of the six substances which we have examined. 
Three of these—methedrine, mephine, and 
vonedrine—appear to act only by liberating 
noradrenaline from the store, and are therefore 
most active at the termination of a noradrena- 
line infusion which has been filling the store. 
The other three compounds—aramine, vasox- 
ine, and propadrine — differ in being more 
closely related to noradrenaline and having 
some direct action as well as some action in 
discharging the store. They do not therefore 


FOR THE 


“BALLOON HEAD”: COLDS 


have so great a pressor action at the end of a 
noradrenaline infusion as they otherwise would, 


but their action is still large.” 


J. H. BURN and M. J. RAND 
ARTHUR B. KING 
Brit. Med. J. (1959) 1:397 


Long-Term Treatment of Bronchiectasis 


“In a double-blind study, 67 patients with 
chronic bronchitis or bronchiectasis were 
placed in four comparable groups and treated 
orally with tetracycline, penicillin, a combina- 
tion of oleandomycin and penicillin or a place- 
bo for a period of 3 to 22 months. 

Patients who received tetracycline had sig- 
nificantly fewer lower respiratory illnesses, 
febrile or afebrile, than patients treated with 
placebos. The average duration of these ill- 
nesses was shorter in patients treated with 


Continued on page 198a 


EFFECTS EXTEND TO DEEP-SEATED NASAL 
CONGESTION “Many (patients) were surprised that a 
tablet could result in such pronounced improvement of 
their congested nasal passages.” 


BRIGHTENS MOOD — PRODUCES A PLEASANT 
FEELING OF “CLEARED HEAD AND MIND” 
“Our patients reported a feeling of well-being which 
accompanied the increased ability to breathe freely.’ 


Formula: Timed-Release Tablets: chlorprophenpyrid- 
amine maleate 4 mg., phenindamine tartrate 24 mg., 
phenylpropanolamine hydrochloride 50 mg. Delicious 
Lemon-Flavored Elixir: One-quarter strength 

Dosage: Tablets: Adult Dose: One tablet every 8 hours 
Elixir: Adult Dose: Two teaspoonfuls every 3 or 4 hours. 
Children: Six years and over, one teaspoonful every 3 
or 4 hours. Under six years according to age and weight. 
1. Schwartz, T. A., and Slasman, W. H.: E.E.N.T. Monthly 38:645, 


the Oral Nasal Decongestant 
that normalizes the mood 


CARNRICK « Newark 4, New Jersey 
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PRONEMIA minimizes the chance of inad- 
equate or irregular hemoglobin response due 
to forgotten or “skipped” doses. . . or inter- 
ruption of therapy because of intolerance. 
Fulfills patient preference for a comfortable, 
easily remembered, anti-anemia regimen. 
Provides a full daily dosage of improved iron, 
ferrous fumarate, in a single capsule —ex- 
cellently tolerated and remarkably efficient. 


UP AND 
STEADY 


Each capsule contains: 
Vitamin Biz with AUTRINIC® 

Intrinsic Factor Concentrate 

2 U.S.P. Oral Units 

Ferrous Fumarate 
Iron (as Fumarate) 
Ascorbic Acid (C) 
Folic Acid 


Also available in adapted formulas as 
FALVIN® Hematinic (2-a-day) and 
PERIHEMIN® Hematinic (3-a-day). 


only one-capsule-a-day 


Hematinic Lederie 


Vi 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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the spot coverage 


A TOPICAL FUNGICIDE FOR TOPICAL FUNGOUS INFECTIONS 


Athlete’s foot is caused by fungi invading the horny, keratinized 
layers of the skin that are not reached by the normal blood supply. 
Desenex applied topically to superficial fungous infections brings the 
antifungal undecylenic acid and zinc undecylenate into direct contact 
with the fungi. Hundreds of thousands of cures in athlete’s foot have 
resulted from topical treatment with Desenex — proved to be among 
the least irritating and best tolerated of all potent fungicidal agents. 
Pennies per treatment — Desenex Ointment may be applied liberally 
to both feet every night for a week and a half from a single tube. 


® 
ointment & powder & solution D ese 


Maltbie Laboratories Division, Wallace & Tiernan Inc., Belleville 9, New Jersey 
PHOTOGRAPH, COURTESY DEPARTMENT OF DERMATOLOGY, UNIVERSITY OF PENNSYLVANIA PD-01 


‘ 
: : . 


especially designed for sustained anabolic and 
climacteric therapy in the female and male... 


Deladumone 


SQUIBB TESTOSTERONE ENANTHATE AND ESTRADIOL VALERATE 


approximately 4 weeks of effective therapy with only one injection 


+ relieves physical, mental and emotional distress in the climacteric and helps to correct 
hormonal imbalance and protein loss - minimizes or eliminates unwanted sexual effects 
+ well tolerated and convenient administration — low viscosity permits easy IM injection with 
small-gauge needle. 


DELADUMONE is indicated in the menopausal syndrome, in osteoporosis (postmenopausal, 
senile). Dosage: 1 to 2 cc. as a single intramuscular injection, every 3 or 4 weeks, depending 
on clinical response. Supply: Vials of 1 and 5 cc. Each cc. contains 90 cc. testosterone 
enanthate and 4 mg. estradiol valerate. 


especially designed for convenient inhibition of lactation and prevention of breast engorgement 


Deladumone 2X 


SQUIBB TESTOSTERONE ENANTHATE AND ESTRADIOL VALERATE 


« optimally balanced — long-acting — double potency 
Dosage: In the suppression of lactation, 2 cc. given as a single intramus- 
cular injection, preferably at the end of the first stage of labor or else 
immediately upon delivery. Supply: Each cc. contains 180 mg. testoster- 


one enanthate and 8 mg. of estradiol valerate dissolved in sesame oil. 
Vials of 2 cc. 


Squibb Quality —the Priceless Ingredient 


1S A SQUIBB TRADEMARK 
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in One preparation 


the answer to your 
three most important 
requirements in 
a douche 


For a dependable and TRICHOTINE is the first major 
effective means of treating douche to contain sodium lauryl sulfate, 
non-specific leukorrhea a detergent of the highest order of 


efficiency. TRICHOTINE penetrates and 
For adjunctive therapy in 


Trichomonas Vaginalis vaginitis and 
other specific infections 


dissolves the viscid film covering the 
vaginal mucosa; gets down in the rugal 
folds, carrying medication directly to 
For personal cleanliness the mucosa and the invading organisms. 
and the prevention of TRICHOTINE is a potent bacteri- 


irritation and inflammation cide and fungicide, penetrating the walls 


TRICHOTINE 
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of many micro-organisms. “The douche 
solution is an effective agent against 
Trichomonas Vaginalis, Monilia Albi- 
cans, anaerobic organisms including a 
potent strain of streptococci that some- 
times cause severe infections, and other 
non-specific vaginal micro-organisms.”* 

TRICHOTINE actually favors epi- 


thelial growth and healing, and the relief 


it affords from pruritis is quite striking. 


For personal cleanliness, especially 
as a post-coital and post- menstrual 
douche, TRICHOTINE is designed to 
meet all the requirements of feminine 
hygiene. As an effective cleanser for 
Office use, or for treatment, or for rou- 
tine home douching, TRICHOTINE will 
prove satisfactory to you and its sooth- 
ing, refreshing action will be reassuring 


to your patients. 1.Karnaky, K.J.: Med. Record 
and Annals, Houston 46:296 (Nov. 1952). 


The Fesler Company, Inc., 375 Fairfield Avenue, Stamford, Conn. 


TRICHOTINE 
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Greater comfort... 


when your standing 
orders specify 


TUCKS 


soft cotton flannel pads saturated with witch hazel 
(50%) and glycerine (10%), pH about 4.6 


Postsurgical patients appreciate the extra comfort, 
the “extra attention” of TUCKS: 


Soothing and astringent Hemostatic 


@ Not greasy @ Prevents false union of raw 
surfaces 
@ Allows free drainage 
®@ Almost no risk of 
& Always handy, eliminating sensitizing 
time and expense of special 
preparations. @ Easily kept in place 
This is why many surgeons order TUCKS for the patient’s bedside, 


Please send me a sample supply of TUCKS. ie 
M. D. 


Address 


| 

FULLER PHARMACEUTICAL COMPANY 


3108 W. Lake Street 
Minneapolis 16, Minnesota 
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tetracycline. They also had significantly fewer 
days of respiratory illness with or without fever 
than patients treated with penicillin alone. 

Patients treated with a combination of olean- 
domycin and penicillin had significantly fewer 
days of lower respiratory illness than patients 
treated with placebo and also fewer days of 
illness with fever than patients receiving peni- 
cillin alone. 

Therapy with penicillin alone was no more 
effective than placebo therapy. 

There was no significant reduction in sputum 
volume or purulence and no significant gain in 
weight or improvement in pulmonary function 
in patients on antibiotic therapy. 

Tetracycline significantly reduced the fre- 
quency of isolation of Diplococcus pneumo- 
niae (pneumococci) and coagulase-positive 
staphylococci from these patients. It reduced 
the frequency of isolation of Hemophilus influ- 
enzae but not significantly. Oleandomycin and 
penicillin, in combination, reduced the fre- 
quency at which coagulase-positive staphylo- 
cocci were isolated. 

Patients from whom H. influenzae was iso- 
lated had more days of lower respiratory infec- 

Concluded on page 204a 


MEDICAL TEASERS 
Answer to puzzle on page 55a 
HIE tic Plolx 
AIV IE INIOISIEe 
VIAINIE IS Blo] 1 Ic 
Eisie TIAICITIOIRIs ALICIA 
SIEIRIA EIMIE jw 

TIHIELE AITIOIM 
LIEITIHIETRIAIL 
SOITIHIETR SIAIc AILIEIRIT 
SIC CIHIAIRIGIEIRIS 

o1olyi\ 
OISsIsSIA VIVIUILIA AIMIEIN 
RIE IN TIRIT IRIE ME EIRIA 
GINIAISIH RICITIO/R 
Nic is {Tis Ejsis SICILIEIS 


MEDICAL TIMES 


| 
| 
“ig ter : 
anorectal surgery 
| 
| | 
| 
198a 


after a myocardial infarction 
and throughout the course 
of postcoronary convalescence... 


Peritrate helps establish and 
sustain collateral circulation 


1. improves coronary blood flow with no significant drop in 
blood pressure or increase in pulse rate 


2. helps support natural healing and repair 
3, helps reduce myocardial damage 


4, smooth onset of action minimizes nitrate headache 


basic therapy in coronary artery disease 


Peritrate’ 20 mg. 


brand of pentaerythrito! te 


the selective, long-acting coronary vasodilator 


compensatory 
collateral 


circulation 


develops around 
damaged 
myocardium 


MORRIS 


PLAINS, N.J. 
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CHELATED -—like the iron of hemogiobin 


... Clinically confirmed as an effective hematinic’ 
... With a built-in molecular barrier against 

g.i. intolerance and systemic toxicity.** Permits 
administration on empty stomach for greater iron 
uptake... safeguards children against the 
growing problem of accidental iron poisoning.*” 


CHEL-IRON 


TRADEMARK BRAND OF FERROCHOLINATE* 


GOOD TASTING DOSAGE FORMS FOR EVERY AGE GROUP 
ALL SAFE TO HAVE AROUND THE HOME 


CHEL-IRON Tablets: each tablet provides equiv. 40 mg. elemental iron. 


CHEL-IRON Pediatric Drops: equiv. 25 mg. elemental iron per cc. 
as delivered by accompanying calibrated dropper. 


CHEL-IRON Liquid: for children past the “‘drop-dose” stage, 
equiv. 50 mg. elemental iron per teaspoonful (5 cc.). 


Also available: CHEL-IRON PLUS Tablets—chelated iron plus Biz, 


folic acid, other B vitamins, and C. 


1. Franklin, M., et al.: Chelate Iron Therapy, J.A.M.A. 166:1685, 1958. 
2. A.M.A. Council on Drugs: New and Nonofficial Drugs, J.A.M.A. 171:891, 1959. 

3. A.M.A, Committee on Toxicology: Accidental Iron Poisoning in Children 
J.A.M.A,. 170:676, 19959. 


KINNEY & COMPANY, INC. Columbus, Indiana 
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Anturan 


brand of sulfinpyrazone 


By vastly increasing the excretion of 
uric acid Anturan directly counter- 
balances the basic metabolic defect 
in gout. 


Clinical experience shows that 
Anturan: Prevents new tophus 
formation—causes absorption of 
pre-existing tophi.'.? 


Reduces the incidence and severity 
of acute attacks after the first few 
weeks of treatment.** 


Relieves interval pain?.*—reduces 


joint swelling*—improves mobility.? 


References: 

1. Yu, T. F, Burns, J. J., and Gutman, A. B.: 
Arth. & Rheumat. 7:532, 1958. 2. Gutman, 

A. B., and Yii, T. FE: Bull. N. Y. Acad. Med. 
34:287, 1958. 3. Kersley, G. D., Cook, E. R., 
and Tovey, D. C. J.: Ann. Rheumat. Dis. 
17:326, 1958. 4. Ogryzlo, M. A., and Harrison, 
J.: Ann. Rheumat. Dis. 16:425, 1957. 


AnturanT.M., brand of sulfinpyrazone: scored 
tablets of 100 mg. in bottle of 100. 
Detailed Literature on Request. 


Geigy, Ardsley, New York Geiny 
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The only homogenized vitamins in solid form 


Microphotographs show the special homogenizing process* used in the manufacture of Homa- 
genets results in extremely small vitamin particles—one-hundredth the size obtained by 
ordinary processes of tablet production. 


This increases the surface exposure of each vitamin 100 times—that is why the vitamins in 
Homagenets can be completely absorbed. The practical benefits are complete utilization, 
better storage of oil-soluble vitamins, and no “‘fishy’’ eructations. Also, the taste of the vitamins 
is masked so thoroughly that Homagenets can be chewed or dissolved in the mouth like candy. 


Homagenets are available in five formulas—Pediatric, Prenatal, Geriatric, Aoral, and 
Therapeutic. 


Write for samples and literature. 


*U.S. Pat. Nos. 2676136; 2841528 THE S.E. BVE ASSENGILL COMPANY 


Bristol, Tennessee + New York . Kansas City . San Francisco 
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SKIN 


the way normal skin protects itself... 


CREME pH 4.2 LOTION pH 4.65 


Tn a series of patients with occupational eczema, one application of Actp-MANTLE Creme, 
after a 10-minute washing with soap, restored the physiologic acidity of the skin and 
maintained this natural protection for at least 2 hours. 


Acip-MANTLE soothes skin irritated by soaps, detergents, chemicals . . . helps improve 
skin function and appearance. Prophylactically and therapeutically, Acip-MANTLE is in- 
dicated in all cases of soap-sensitive skin, including ‘‘housewives’’’ eczema, nummular 
eczema, industrial and contact dermatitis. 

‘1. Gross, P., Blade, M. O., Chester, B. J., and Sloane, M. B.: A.M.A. Arch. Dermat. & Syph. 70:94, 1954. 

Greaseless ACID-MANTLE Creme and Lotion provide buffered aluminum acetate in specially formulated, 
water-miscible vehicles. 

Actw-MANTLE Creme in 1-0z. tubes, 4-0z., 1-Ib. and 5-Ib. jars. 

Acip-MaNnTLE Lotion in 4-0z. squeeze bottles, 1-pint and 4% gallon bottles, 


DOME CHEMICALS INC. 125 West End Avenue, New York 23, N.Y. + Los Angeles * Montreal 
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IN CHRONIC BRONCHITIS, 
CHRONIC ASTHMA AND 
EMPHYSEMA... BUILD 
YOUR PROPHYLACTIC 
REGIMEN AROUND ORAL 


CHOLEDYL 


brand of oxtriphylline 
FORESTALLS THE CRISIS 


BETTERS BREATHING ... 


Choledyl, the choline salt of theophylline, improves 
pulmonary function, betters breathing, forestalls 
the crisis, is basic in any prophylactic regimen. A 
pure bronchodilator, Choledy! is free of sedative 
and sympathomimetic effects ... produces higher 
theophylline blood levels than does oral amino- 
phyiline...is not likely to cause gastric irritation 
or drug fastness ... is excellent for long-term use. 


Usual adult dose: 200 mg. q.i.d. 


MORRIS PLAINS, 
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tion than those patients from whom this micro- 
organism had never been isolated. 

C-reactive protein decreased insignificantly 
in all groups. 

Pulmonary function was not appreciably 
altered during the first year of therapy.” 


NEIL S. CHERNIACK, KENNETH L. VOSTI, 
HARRY F. DOWLING, MARK H. LEPPER, 
GEORGE GEE JACKSON 
Arch. of Int. Med. (1959) 
Vol. 103, No. 3, P. 24, 352 


Diabetes and Cancer 


“From the data presented in this paper, it is 
concluded that diabetes does not predispose to 
cancer, since in a diabetic population of 1026 
individuals, observed from the onset of dia- 
betes to death, or to a fifteen-year follow-up 
point if alive, the number of cases of cancer 
did not differ significantiy from the expected 
value. There was no evidence that closer sur- 
veillance of diabetic patients by physicians in 
the years 1937-1941 had any effect upon rates 
or survival among patients with cancer who had 
diabetes.” 


ELLIOTT P. JOSLIN, HERBERT L. LOMBARD, 
RUTH E. BURROWS, MIRIAM D. MANNING 
The New Eng. J. of Med. (1959) 

Vol. 260, No. 10, P. 488 


Toxic Hepatic Nephrosis due to Izoniazid 


“A case is presented of hepatic cirrhosis and 
death from bleeding esophageal varices be- 
lieved to be secondary to administration of 
isoniazid. Though the patient had received 
para-aminosalicylic acid during her initial ther- 
apy, and subsequently was shown to have a 
febrile response to a single oral dose, there 
was no evidence of hepatocellular damage from 
this drug. 

Hyposensitization to isoniazid was accom- 
plished without complications.” 


A. DONALD MERRITT and BERNARD F. FETTER 
Annals of Int. Med. (1959) Vol. 50, No. 3, P. 809 
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Proven 


in over five years of clinical use 


Effective 


FOR RELIEF OF ANXIETY 
AND MUSCLE ‘TENSION 


Unusually Safe 


Does not interfere with autonomic function 
Does not impair mental efficiency, 
motor control, or normal behavior 

Has not produced hypotension, 
agranulocytosis or jaundice 


Miltown 


Supplied: 400 mg. scored tablets, 200 mg. sugar 


Wy WALLACE LABORATORIES / New Brunswick, N. J. 
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‘BARD. PARKER. 
STERILE BLADES 


“And, time-tested B-P RIB-BACK Blades 
also available i RACK- PACK 


B-P+ IT’S SHARP + RACK-PACK 
* RIB-BACK are trademarks 


Ask your dealer 


DANBURY. CONNECTICUT 
A DIVISION OF BECTON, DICKINSON AND COMPANY 


BP BARD-PARKER COMPANY, INC, 
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Individual, puncture-resistant, cee. 
foil packages... that can be autoclaved if | 
Ss desired help protect. these traditional! 
sharper carbon steel blades. Handy new ! 
Professional Pack holds 6 Sterile Blade 
: blades of a size. 
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too busy to give herself 


the special care she needs 


NATALINS 


Vitamins and minerals, Mead Johnson 


Cy 


tablets 

a prenatal supplement especially for the multiparat 

Convenient one-tablet-a-day dosage of iron (40 mg. per tablet), ascorbic acid (100 mg. per 

Circumstances often combine to increase the multipara’s tablet), calcium (250 = Po tablet) and nine other 

chances of diet deficiency. With children to care for significant vitamins and mincrals. It naturally follows 

she uses more energy, yet may not take the time to that this formulation will be more than adequate 

replenish it by eating properly. In addition, her store for the primigravida as well. 

of nutrients may have been depleted by previous also available NATALINS® Basic tablets 

pregnancies. The result, as one study* of over 1,000 Vitamins and minerals, Mead Johnson 

obstetrical patients has shown, is a greater tendency 

toward anemia among multiparas. Traylor, J. B., and Torpin, R.: Am. J. Obst. & Gynec. 6/:71-74 Wan.) 1951, 
*Projected estimate from data of U.S. Office of Vital Statistics indicated 

Statistics show... that 3 out of 4 births in 1958 were to multiparas. 


primigravidas 24 per cent anemic* 


multiparas 36.8 per cent anemic* \ Mead Johnson 


Symbol of service in medicine 
Natalins Comprehensive tablets have been formulated 


to meet this need—by supplying generous amounts 


y 


NEWS AND NOTES 


Patent Medicines on Television 

“Anything that forces itself on the attention 
is apt to stir up mixed feelings, and advertise- 
ments are no exception. When they fill the 
breaks between and within television pro- 
grammes, they find a captive audience that may 
be anything from inert to spellbound but is 
probably not very critical. It is therefore re- 
assuring to see that the opening words of the 
Independent Television Authority’s principles 
of advertising state the ‘general principle’ that 
it should be ‘legal, clean, honest and truthful.’ 
Clearly these are admirable precepts, and if 
they do not exclude the possibility of the adver- 
tisements also being ‘nonsense, as a cor- 
respondent calls them in a letter at p. 787, they 
are intended to prevent the use of ‘lies’ and 
‘half-truths,’ which the same correspondent 
detects in some of them. 

In order to help the Authority maintain 
proper standards it has an advertisements com- 
mittee, on which the B.M.A. has an experi- 
enced representative in Dr. H. Guy Dain. 
According to the Assistant Postmaster-General, 
who recently replied to some Parliamentary 
questions on the subject: ‘All advertisements 
and claims for these proprietary drugs are con- 
sidered by the committee and would not be 
approved if they were wildly extravagant.’ Thus 
control is exercised over the advertising of 
medicines on television, and the criteria which 
the committee has to guide its judgments are 
generally accepted. Those relating specifically 
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Selected items of current interest from the fields of medical 


research and education. 


to medical products are set out in the British 
Code of Standards, which apply to all adver- 
tising to the general public, and their more 
important provisions may be paraphrased as 
follows: 

No advertisement should: 

Contain a claim to cure. 

Offer a product or advice relating to a dis- 
ease for which the patient should rightly re- 
ceive the attention of a registered medical 
practitioner. 

Appeal to fear. 

Offer diagnosis or treatment by correspon- 
dence. 

Claim that the product could promote viril- 
ity or prevent premature ageing. 

Offer any medicinal product for the purpose 
of slimming, weight reduction, or figure con- 
trol. 

Offer diagnosis or treatment by hypnosis. 

In addition, special limitations are imposed 
on products advertised for the treatment of 
baldness and hemorrhoids and on the use in 
advertisements of such words as ‘doctor,’ ‘hos- 
pital,” ‘clinic,’ ‘laboratory.’ Parliament has also 
imposed certain statutory prohibitions, so that 
it is an offense to advertise, outside technical 
journals, a product as a remedy for cancer, 
tuberculosis, epilepsy or fits, Bright’s disease, 
cataract, glaucoma, diabetes, locomotor ataxia, 
paralysis, and venereal diseases. Nor may any 
product be advertised in terms calculated to 
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After a night of deep, refreshing sleep — this is the promise of Noiudar 300. One capsule at 
bedtime acts quickly...eases your patient into sleep without pre-excitement, gives up to 6 or 
8 hours of undisturbed sleep without risk of habituation, without toxicity or even minor side 
effects. Try Noludar 300 for your next patient with a sleep problem. Chances are he’ll tell you 


“I slept like a log” 


300 


brand of methyprylon 300-mg capsules 


Just two tablets at bedtime 


RAUWILOID 


alseroxylon, 2 mg. 


does more than lower blood pressure! 


Seven years of experience show 
that RAUWILOID also affords 


Safe ty based on negligible incidence 


of side actions 


Fee qd OTM) from concern over sudden 
hypotensive episodes or unwanted 
biochemical alterations 


Pr acti SS al ity. . Simplicity of dosage 


.. applicable to a wide range of patients 


When more potent drugs are needed, prescribe 
one of the convenient single-tablet combinations 


Rauwiloid® + Veriloid® . Rauwiloid® + Hexamethonium 
alseroxylon 1 mg. and alkavervir 3 mg. alseroxylon 1 mg. and hexamethonium 
chloride dihydrate 250 mg. 


Many patients with severe hypertension can be main- Riker 
tained on Rauwiloid alone after desired blood pres- 
sure levels are reached with combination medication. 


Northridge, California 
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for cardiac arrhythmias... obvious advantages 


SQUIBB PROCAINE AMIDE HYDROCHLORIDE 


Pronestyl offers obvious advantages over quinidine and procaine in the management of cardiac 
arrhythmias: "Procaine amide [Pronestyl] should be the drug of choice in arrhythmias of ventricular 
origin.” '"—on oral administration, side effects are less marked than with quinidine—administered 

1. V., Pronestyl is safer than a corresponding |.V. dose of quinidine—administered |. M., Pronestyl acts 
faster than |. M. quinidine?—Pronestyl sometimes stops arrhythmias which have not responded to 
quinidine*:+—Pronestyl may be used in patients sensitive to quinidine—more prolonged action, less 
toxicity, less hypotensive effect than procaine—no CNS stimulation such as procaine may produce. 


Supply: For convenient oral administration: Capsules, 0.25 gm., in bottles of 100. 
For |. M. and I. V. administration: Parenteral Solution, 100 mg. per cc., in vials of 10 cc. 


References: 1. Zapata-Diaz, J., et al.: Am. Heart J. 43:854, 1952. 2. Modell, W.: in Drugs of Choice, C.V. Mosby Co., St. Louis, 1958, p. 454. 
3. Kayden, H. J., et al.: Mod. Concepts Cardiovasc. Dis. 20:100, 1951. 4. Miller, H., et al.: J.A.M.A. 146:1004, 1951. 
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1s squise TRADEMARK 
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sere “to follow your instractions for regular use. 
*-Regommend the KOROMEX COMPACT to 
your patients . . . make it possible for them to 

: @etermine whether Jelly or Cream is best suited 
to their individual requirements. 


*, 


EACH KOROMEX COMPACT 
contains: 

Koromex Jelly —tegular size tube 
Koromex Cream trial size 

Koromex Daaphragm — Coil Spring 
Introducer 


++ 


er cream sani~ 
taby zippered plastic elutch 
“bag supplied atno extra charge) 
‘Always insist on the use of time- 
Koromex Jelly or Cream 
with a diaphragm. 


HOLLAND-RANTOS Co., INC. 
145 HUDSON STREET -: NEW YORK 13, N.Y. 


MEDICAL TIMES 


ACEPTION 
4 
ALA”, 
a 
212a 


Pll 


RHOOD 


The | 
of Baby. and 


AN IMPORTANT PART OF THE PRENATAL PLAN... _ 
‘LE LA #4 r  _AMERIC CYANA CO A Pearl Riv 
4 
: 
a 


It has been shown! that the colon 
resumes a more normal peristaltic 
pattern? when it is supplied with 
a stool of medium soft consis- 
tency of sufficient bulk,’ especial- 
ly if the indigestible portion of 
that bulk consists primarily of 
hemicellulose. To provide 
smooth bulk—L. A. Formula— 
effective,’ palatable, economical. 
1. Dolkart, Dentler & Barrow, Ill. 
Med.J., 90:286, 1946 

. Adler, Atkinson & Ivy, Am.J. 
Digest.Dis. 8:197, 1941 

Wozasek & Steigman, Am.J. 
Digest.Dis. 9:423, 1942 

. Williams & Olmstead, Ann.Int. 
Med. 10:717, 1936 


Cass & Wolf, Gastroenterology, 
20:149, 1952. 


*Abbreviation for the Latin ‘Levis 
Amplitudo”, meaning smooth bulk. 
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YOUR PATIENTS WILL 
APPRECIATE THE MODEST COST! 


made since 1932 by 
BURTON, PARSONS & COMPANY 
Oniginalors off 
Fine Mydeophilic Colloids 


Washington 9, D. C. 


to NORMALIZE 
bowel Tunction 


L. A: Formula 
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lead to its use for procuring a miscarriage. 
Television attracts big money for the adver- 
tising of medical products. In the three months 
October to December, 1958, 1,342,932 pounds 
was spent on crying these wares in public. This 
sum was about 9% of the total spent on tele- 
vision advertising in the same period. The 
medicinal products covered by this sum ex- 
clude toothpastes and cosmetics but include 
‘hair treatment and hair oils.’ Much the largest 
group of medicinals is ‘aspirin and headache 
remedies,’ on which about 335,000 pounds was 
spent in the three months. ‘Indigestion reme- 
dies’ took up about 187,000 pounds’ worth of 
space, or perhaps time, on the screen, and 
‘laxatives’ 127,000 pounds’. In keeping with 
the season, 122,000 pounds was spent on ad- 
vertising ‘cough and cold remedies.’ The prod- 
ucts which had most spent on their advertising 
in this period were ‘aspro’ (85,000 pounds), 
‘Beecham’s powders’ (67,000 pounds), ‘alka- 
seltzer’ (45,000 pounds), and, round about 
20,000 to 35,000 pounds, ‘Veno’s cough mix- 
ture,’ ‘Fynnon salts,’ “Beecham’s pills,’ “Angiers 
supervite capsules,’ ‘phyllosan tablets,’ ‘phos- 
ferine tablets,’ and ‘sanatogen beverage.’ ” 


New Blood Factor Naming System Outlined 


The “chaos” of many names for the same 
blood clotting factor is being overcome through 
the cooperative efforts of leading blood experts 
from 16 countries. 

A common problem in science is a confusion 
of terms—one thing may have as many as a 
dozen different names. This makes it difficult 
for scientists to communicate. 

The area of blood clotting factors has been 
especially confused, but the International 
Committee on Nomenclature of Blood Clotting 
Factors, headed by Dr. Irving S. Wright, New 
York, has begun to straighten out the difficul- 


ties. Its members are the very men who dis- 
covered most of the factors being systemized. 


A Roman numerical system was chosen for 
Continued on page 21l6a 
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MORE TEARS VITAMIN TIME 


No fights, no battles now at vitamin time because children love to chew DELECTAVITES. These delectable, 
easily chewable chocolate nuggets supply all essential vitamins as well as minerals so necessary 
during the years of growth. As soon as children can chew, they can do directly from vitamin drops to 
DELECTAVITES. And now you can be sure your little patients will continue to take their vitamins. 


Jelectavites 


DELECTABLE, CHEWABLE, CHOCOLATE-LIKE VITAMIN-MINERAL NUGGETS [EZR ) write LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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Routine cleansing with pHisoHex augments 
standard acne therapy. ‘No patient failed to 
improve.””? pHisoHex helps check the infec- 
tion factor in acne. Used exclusively and fre- 


quently, it will keep the skin surface virtually 
sterile. Contains 3 per cent hexachlorophene. 


(antibacterial detergent 


tips the balance for superior results 


LABORATORIES 
New York 18, N.Y. 


(1323-m) 


1. Hodges, F.T.: 
GP 14:86, Nov., 1956. 
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identification because it can be readily under- 
stood by all persons, the committee said in a 
report in the J.A.M.A. 

Even before the committee began its work 
in 1954, Roman numerals were used to identify 
at least four factors that play a role in the 
clotting of blood. These are factor I or fibri- 
nogen; factor II or prothrombin; factor III or 
thromboplastin, and factor IV, calcium. 

In the report, the committee lists four more 
factors—V, VII, VIII, and IX (cq. no VI). 
It will later publish extensive reports outlining 
the criteria on which it based its recommenda- 
tion that these factors be recognized and 
assigned international symbols. 

Factors V and VII each have 11 other names 
and play roles in various types of hemorrhagic 
diseases. A deficiency of factor VIII produces 
classic hemophilia, in which the blood does not 


coagulate. Factor IX deficiency produces 
Christmas disease, which resembles classic 
hemophilia. 


A number of additional plasma and serum 
factors have been described by various workers 
who believe the factors play a role in clotting 
of the blood. They are now under study by 
the committee, and if the evidence indicates 
that the claims are valid, they will be assigned 
a Roman numeral. 


Grant to University of North Carolina 
School of Medicine 


The National Institutes of Health of the U. S. 
Public Health Service has granted $745,271 to 
the University of North Carolina School of 
Medicine for medical research and training. 
Of the 21 different projects that will be under- 
taken or contained as a result of the grant, 
those programs having received the largest 
amounts are: A three-year grant of $41,000 
to study the role of endocrine secretions in 
childhood, and pituitary functions. A second 
three-year award of $24,720 to investigate 
the effects of sugar on the central nervous sys- 
Continued on page 220a 
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bitter 


is the tasteless 
cough controller 


The problem of taste, which can be a 
hindrance to effective cough therapy, 
simply does not exist with Tessalon perles. 
There is no gagging, no refusal, no delay- 
ing, no “cheating’— because Tessalon 
perles provide medication enclosed in 
tasteless gelatin spheres. 

Tessalon, a nonnarcotic, is 2% times as 
effective as codeine.* Tessalon acts both 
at the sensory receptors in the chest and 
the cough centers of the medulla. Further- 
more, it controls cough frequency with- 
out interfering with productivity or ex- 
pectoration; sputum is usually thinner, 
easier to raise. Tessalon acts within 15 or 
20 minutes, controls cough for 3 to 8 
hours. There are no major side effects. 
Whether for acute or chronic cough, 
whether for short- or long-term therapy, 
Tessalon has a remarkable margin of 
safety. Perlesinsure built-in, precise dosage 
—no sugar or sodium to interfere with 
diet, no problem of nausea. Tessalon 
perles are easy to swallow, easy to carry 
in pocket or purse. 


supp.iep: Tessalon Perles, 100 mg. (yellow); bottles of 
100. Tessalon Pediatric Perles (for children under 10), 
50 mg. (red); bottles of 100. Also available (for use 
when oral administration of Tessalon is precluded): 
Ampuls, | ml. (5 mg.); cartons of 5. 


* Shane, S. J., Krzyski, T. K., and 
Copp, S. E.: Canad. M.A.J. 77:600 
(Sept. 15) 1957. 

TESSALON® (benzonatate CIBA) 
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now! liquid 
tetracycline In 
premeasured 
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she can 
baby gets all of the ‘ide you preserih 
~ the patient may bet 
the on 
tatre for use’. . no 
doses .. ‘no. Wane Peconomical. prescribe j 

the amount Pressule delivers Lec 
of an aqueous suspension, potentiated ‘with 
potassium inetap Genciously flavored with mixéd 
fruits. This dose prowamemkOO mg. of tetracycline (HCI 
equivalént) . DOSAGE iJnst Pressule q.i.d. for an average. 
1 to 5 year old, should receive 10 


premeasured 


doses 


20 mg. of tetracycline /lb. of body weight. Thus for a child 
weighing from 20 to 40 pounds, one Pressule q.i.d. will be 
sufficient for the vast majority of infections. For children 
weighing more than 40 pounds, give 2 or more Sumycin 
Pressules q.i.d., according to body weight, or Sumycin 
Syrup. For infants under 20 pounds, administer Sumycin 
Aqueous Drops. sUpPLIED: Sumycin Syrup, a fruit flavored 
aqueous suspension, buffered with potassium metaphos- 
phate, containing tetracycline equivalent to 125 mg. tet- 
racycline HCl per 5 cc., and Sumycin Aqueous Drops, a 
fruit flavored aqueous suspension, buffered with potassium 
metaphosphate, containing tetracycline equivalent to 100 


g. tetracycline HCl per cc. Squiss 
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NATIVELLE 


the original crystalline digitoxin 


BECAUSE 


Flexibility of Administration—Digitaline 
Nativelle provides for rapid oral digitalization 
within a convenient range of tablet strengths. 
When desired the intravenous route, or the 
new intramuscular injection may be employed. 
The essentially non-alcoholic intramuscular 
formula, unlike most alcoholic menstrua, is 
virtually painless. 


Efficiency of Action —Digitaline Nativelle is 
pure digitoxin. It is rapidly, completely and 
uniformly absorbed—neither too fast nor too 
slow—providing a steady and predictable action 
upon the heart muscle. 


Dependability of Performance—Digitaline 
Nativelle [digitoxin] is the pure active glycoside 
insuring optimum range of cardiotonic activity. 
Digitoxin is a drug of choice when a purified 
digitalis product is desired. 


Adequate Margin of Safety—Digitaline Nativelle 
provides virtual freedom from annoying local 
side effects which may occur with the galenicals, 
and its margin of safety is unexcelled by any other 
purified preparation. A product of Nativelle, Inc. 


E. Fougera & Co., Inc. 


FOUGERA 
Hicksville, Long Island, N. Y. 
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tem. A sum of $25,000 will be used to continue 
a cancer training program already underway. 
An amount of $50,025 over a five-year period 
will be devoted to a study of the toxicity and 
infectivity of psittacosis viruses. A grant of 
$32,000 will provide.a two-year investigation 
of the role of viruses in asceptic meningitis. A 
three-year study of blood coagulation and 
plasma antihemophilic activity has been made 
possible by an award of $137,919. Three years 
and $49,722 will be spent on experimental 
studies of asphyxia and resuscitation. A three- 
year grant of $39,848 will be used to investi- 
gate cardiovascular manifestations of viral in- 
fections. With $25,272 there will be a three- 
year otolaryngology training grant, and a gas- 
troenterology training grant for five years with 
$75,600. An amount of $90,000 will be ex- 
pended on a three-year investigation of oral 
complication of antibiotic therapy. 


Dysautonomia Studied 


For further research in the blood-brain 
barrier, Columbia University has received a 
second $5,000 grant from the Dysautonomia 
Association. Announcement of the grant was 
made by the Chairman of the Association’s 
Medical Advisory Board, Conrad M. Riley, 
M.D. 

The studies, according to the Doctor, are 
important to general understanding of the 
physiology and pathophysiology of the nervous 
system, and may result in specific clues as to 
the etiology and pathogenesis of dysautonomia, 
which is also known as the Riley-Day syn- 
drome. This disease, caused by dysfunction of 
the autonomic nervous system, is thought to be 
a congenitally acquired state of genetic origin. 
It involves the entire nervous system, though 
the autonomic dysfunction is the most devasta- 
ting aspect of the disorder. 

The exchange of magnesium between blood 
and cerebral-spinal fluid will be investigated in 
an effort to understand the relationship of 
Continued on page 224a 
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patient 

Fam, lightning 
snatcher 


needn’t be grounded for long, 
Once you prescribe 


PARAFON 


(PARAFLEX® + TYLENOL®) 


for muscle relaxation plus analgesia 
Prescribe PARAFON in low back pain—sprains—strains— 
rheumatic pains 

Each PARAFON tablet contains: 

PARAFLEX® Chlorzoxazone? 

The low-dosage skeletal muscle relaxant 

TyLENOL® Acetaminophen .. 

‘The superior analgesic in musculoskeletal pain 

Dosage: Two tablets t.i.d. or q.i.d. 

Supplied: Tablets, scored, pink, bottles of 50. 


and in arthritis 


PARAFON 


with Prednisolone 


Each PARAFON WITH PREDNISOLONE tablet contains: PARAFLEX® 
Chlorzoxazone* 125 mg., ‘TyLenor® Acetaminophen 300 mg., 
and prednisolone 1.0 mg. 

Dosage: One or two tablets t.i.d. or q.i.d. 

Supplied: Tablets, scored, buff colored, bottles of 36. 
Precautions: The precautions and contraindications that apply 
to all steroids should be kept in mind when prescribing 
PARAFON WITH PREDNISOL ONE. 


*clectrical lineman TU.S. Patent Pending 


McNeil Laboratories, Inc « Philadelphia 32, Pa. 
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SYMPOSIUM REPORT: 


ALTAFUR in antibiotic- 


resistant staphylococcal infections 


ALTAFUR proved superior to any other 
single agent against staphylococcal infec- 
tions encountered in the pediatric section of 
a general hospital. Introduced during an 
epidemic of severe staphylococcal pneu- 
monia and bronchiolitis in younger children, 
ALTAFUR was employed in treating a total 
of 59 infants or juvenile patients, most of 
whom had upper or lower respiratory tract 
involvement. Almost all had been given 
antibiotics without effect; 34 were judged 
severely or critically ill. Cures were ob- 
tained in 54 of these patients after a 3 to 
10 day course of ALTAFUR. There was only 
one failure (results were inconclusive in the 
remaining four cases). Mixed infections 
with Pneumococcus or Streptococcus sp. 
also responded readily. 


ALTAFUR was administered orally in vary- 
ing dosage: the optimal dose is believed to 
be about 22 mg./Kg. daily. 

Side effects were minimal in these patients, 
being limited to gastric intolerance in a few 
cases, usually controllable by giving the 
drug with or after meals. Laboratory studies 
performed before and after ALTAFUR treat- 
ment revealed no adverse influence on renal, 
hepatic or hematopoietic function, nor other 
signs of toxicity. 

In vitro, staphylococci isolated in this series 
proved uniformly susceptible to ALTAFUR, 
whereas many strains were resistant to a 
variety of antibotics. With ALTAFUR as with 
all nitrofurans, the lack of development of 
significant bacterial resistance is considered 
a major advantage over other antimicrobials. 


Lysaught, J. N., and Cleaver, W.: Paper presented at the Symposium on Antibacterial Therapy, Michigan 
and Wayne County Academies of General Practice, Detroit, Sept. 12, 1959 (published Nov., 1959) 
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bright new star 


in the antibacterial firmament 


brand of furaltadone 


the first nitrofuran effective orally 


in systemic bacterial infections 


a Antimicrobial range encompasses the majority of common 
infections seen in everyday office practice and in the hospital 


ws Decisive bactericidal action against staphylococci, streptococci, 
pneumococci, coliforms 


= Sensitivity of staphylococci in vitro (including antibiotic- 
resistant strains) has approached 100% 


= Development of significant bacterial resistance has 
not been encountered 


a Low order of side effects 


= Does not destroy normal intestinal flora nor encourage 
monilial overgrowth (little or no fecal excretion) 


Tablets of 50 mg. (pediatric) and 250 mg. (adult) 

Average adult dose: 250 mg. four times a day, with food or milk 
Pediatric dosage: 22-25 mg./Kg. (10-11.5 mg./lb. body weight daily 
in 4 divided doses 


CAUTION: The ingestion of alcohol in any form, medicinal 
or beverage, should be avoided during Altafur therapy. 


NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 


? 


HYPAROTIN 


mumps immune globulin 
derived from adult venous blood 


Provides prophylaxis against mumps 
and its complications. Massive dosage 
may prevent orchitis if given as soon 
as possible after onset of mumps 
symptoms. 

Available in 1% cc. and 4% cc. vials. 


Polio IMMUNE GLOBULIN 
gamma globulin 
derived from adult venous blood 


Modifies or prevents measles. 
Available in 2 cc. and 10 cc. vials. 


For further information see PDR page 664, 


CUTTER Ask Your Cutter Man, or write to Dept. O-|0C 
. 


CUTTER LABORATORIES, Berkeley, California 
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magnesium metabolism to diverse neurological 
symptoms. This study may also throw light on 
the unexplained fact that magnesium is the 
only cation in greater concentration in the 
cerebral-spinal fluid than in plasma. The distri- 
bution of ions and water in the normal cerebral 
hemisphere will also be investigated, as well as 
the effects of chronic obstructive hydrocephalus 
on water and ion distribution of the atrophic 
hemisphere. 

The Dysautonomia Association, formed by 
parents of dysautonomic children, is also spon- 
soring research projects at the University of 
California and at the State University of New 
York. 


Children’s Hospital Variety Club 
Research Center 

Recently, the Children’s Hospital of the 
District of Columbia dedicated its new Chil- 
dren’s Hospital Variety Club Research Center. 
The dedication speaker was Dr. Leroy E. 
Burney, Surgeon General of the US Public 
Health Service. The research center, located 
next to the hospital, was built at a cost of 
approximately $800,000, financed in part by 
grants and by a contribution from the Variety 
Club of Washington. The Center is a modern 
building with three floors and a basement. The 
front of the building is of heavy opaque glass 
and aluminum, and the sides are of brick to 
complement existing hospital buildings. In the 
air-conditioned building, all necessary services 
will be available in each research unit. Mov- 
able partitions will allow rearrangement of 
research areas without extensive repairs and 
remodeling. In addition to the laboratories of 
the seven research sections there is a radio- 
isotope laboratory and a large sterilizing room 
with equipment for washing and sterilizing 
glassware. The Research Foundation of Chil- 
dren’s Hospital was incorporated in 1947 to 
further pediatric research at Children’s Hos- 
pital. 

Continued on page 226a 
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in eight years Novahistine hasn’t cured a single cold—but it has brought 


prompt relief of symptoms to almost 8,000,000 patients* 


With the introduction of Novahistine, a better and safer way to relieve symptoms of a cold became 
available to physicians. The synergistic action of the Novahistine formula...combining an orally- 
effective vasoconstrictor with an antihistamine... promptly clears the air passages and checks irri- 
tant nasal secretions. NOVAHISTINE can eliminate the problem of rebound congestion and damage 
to nasal mucosa in patients who misuse topical applications. « For long-lasting ‘‘Novahistine Effect"’ 
prescribe Novahistine LP Tablets...which begin releasing medication as promptly as conventional 
tablets but continue bringing relief for 8 to 12 hours. Two Novahistine LP Tablets in the morning and 
two in the evening will effectively control the average patient's discomfort from a cold. Each tablet 
contains phenylephrine HCI, 20 mg., and chlorprophenpyridamine maleate, 4 mg. 

*Based on National Prescription Audits of new Novahistine prescriptions since 1952. 


PITMAN-MOORE COMPANY Division of Allied Laboratories, inc. « Indianapolis 6, Indiana 


Novahistine| 


LONG-ACTING 
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to help control 


progressive disorders 
of aging... 


ELDEC 


mineral-vitamin-hormone supplement 


KAPSEALS® 


begins at 40 


Taken during the middle years, ELDEC 
Kapseals help forestall nutritional and hor- 
monal deficiencies that contribute to the 
troublesome disorders of aging. ELDEC 
Kapseals provide comprehensive physiologic 
supplementation...aid in maintaining meta- 
bolic efficiency. At a time when normal func- 
tion is declining, ELDEC Kapseals help lay a 
firm foundation for good health and vitality 
in the later years. 


9 2 
PARKE, DAVIS & COMPANY * J™ - 
Detroit 32, Michigan z 
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Small Hospital Staffs Can Do 
Open-Heart Surgery 


Open-heart surgery, generally performed 
only in large medical centers, is “entirely 
within the realm” of many small city and com- 
munity hospitals, according to four staff mem- 
bers of such hospitals. 

Writing in the J.A.M.A., they said there is 
no need for “an assemblage of a vast throng 
of superscientists” to accomplish heart surgery. 
All that is needed is “a trained surgeon and an 
interested and dedicated group of workers.” 

Neither need there be a “complex wilder- 
ness of gadgets” surrounding the heart patient. 
Small hospitals can provide the necessary 
equipment—mainly a mechanical heart-lung 
machine—and do not need to go into obtaining 
physiological data, which requires many ex- 
pensive machines. The large medical centers 
can do this. 

The authors pointed out that there are at 
least 25,000 persons in the United States who 
annually are eligible for heart surgery. Many 
of these persons who otherwise could not re- 
ceive treatment can be saved if heart surgery 
is performed in small hospitals. 

Each member of the operating team must 
be fully trained in his role in the operating 
room by repeated performance in the experi- 
mental laboratory. Repetition in the laboratory 
will make each individual procedure “as perfect 
and mechanistic as that of eating a meal,” the 
authors said. 

The team should begin by performing the 
less difficult operations, such as those for the 
repair of holes in the heart walls. Grad >"ly 
they may add the more difficult procedures, 
such as the “blue baby operation.” 

The authors emphasized that hospital staffs 
undertaking open-heart surgery must be willing 
to work hard — first in helping to raise the 
necessary money, then in practicing in the 
laboratory. But if they are willing to do these 
things, patients will “not be denied their right- 
ful opportunity” for the newest surgical pro- ‘ 
cedure. 
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The authors are Alfred R. Henderson, M.D., 
Robert R. Meijer, Ph.D., Harvey Black, and 
Georges Oteifa, M.D., Asbury Park, N. J. They 
are associated with Fitkin Memorial Hospital, 
Neptune, N. J., Monmouth Medical Center, 
and Riverview Hospital, Boonton, N. J. 


Penicillin Found Effective 
Against Syphilitic Psychosis 

More than 80 percent of persons whose 
brains are damaged by syphilis can return to 
work if they receive penicillin in the early 
stages of the brain damage. 

The study, dealing with 1,086 patients suf- 
fering from brain damage (paresis) covered 
more than five years and was conducted in 
eight major hospitals. The report, written by 
13. researchers, appeared in Archives of 
Neurology and Psychiatry. 

Penicillin is the standard treatment for 
syphilis and if given early will prevent paresis 
altogether, the report said. None of the 1,086 
patients had received penicillin for early 
syphilis. 

Without treatment, the outlook for a person 
with paresis is “dire’—with death occurring 
within five years after onset. The study showed 
that only 9 percent of patients are dead from 
neurosyphilis 10 years after treatment. How- 
ever, the death rate for paretics is about four 
times higher than for persons of comparable 
age, sex, and race because the paretics usually 
suffer from such other conditions as alcoholism 
or heart disease. 

The study also indicated that the use of 
fever therapy, in which the patient is made to 
have a feverish disease such as malaria, is 
probably unnecessary. Fever therapy was long 
used alone and then combined with penicillin 
in the treatment of paresis. However, the use 
of penicillin alone seems to accomplish the 
same thing as the combination. 

The effect of penicillin on individual symp- 
toms and signs of paresis are, in general, 
“strikingly beneficient,” the report said. Dis- 
orientation, depression, convulsions, tremors, 
incontinence, impaired handwriting and other 
symptoms were greatly improved by the use 

Continued on the following page 
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for happy, 


healthy retirement years 


ELDEC 


comprehensive physiologic supplement 


KAPSEALS®” 


begins at 40 


Physiologic Prophylaxis 


¢ 10 important vitamins plus minerals to help 
maintain cellular function 
deficiencies 

¢ protein improvement factors to help compen- 
sate for unwise choice of food 

¢ digestive enzymes to aid in offsetting decreased 
natural production 

¢ steroids to stimulate metabolism and prevent or 
help correct protein depletion states 
Packaging: ELDEC Kapseals are available in bottles of 100 
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for therapy 
of overweight patients 


d-amphetamine 
depresses appetite and elevates mood 


+ meprobamate 


eases tensions of dieting 
(yet without oversti 
or barbiturate hangover ) 


MEPROBAMATE WITH D-AMPHETAMINE SULFATE LEDERLE 


is a logical combination in appetite control 


Each coated tablet (pink) contains . 400 mg.; d 
Derage e tablet one-half to one hour before each meal. 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, New Yorx 


sulfate, 5 mg. 


NEWS AND NOTES—Continued 


of penicillin. However, impairments of speech, 
insight, calculation, judgment and general in- 
formation do not entirely disappear. 
Nevertheless, many patients with paresis can 
be rehabilitated and returned to work. The 
sooner the diagnosis is made and treatment be- 
gun, the better the chances of the person re- 
turning to a fairly normal life, the report said. 
The senior author of the report was Dr. 
Richard D. Hahn, of Johns Hopkins Hospital. 


Apparent Recovery from 
Leukemia Reported 

A New York woman has apparently recov- 
ered from leukemia and has remained well for 
more than five years, her physician reported. 

Writing in the J.A.M.A., Dr. Carl Reich of 
Lenox Hill Hospital said the woman became 
ill in 1951 at the age of 52. A definite diag- 
nosis of lymphocytic leukemia was given. 

In 1953—after the typical course of treat- 
ment including blood transfusions — all the 
signs and symptoms of leukemia disappeared 
during a three-month period. She has shown 
no symptoms since. 

Leukemia, which affects the white blood 
cells and is sometimes called “cancer of the 
blood” is usually considered to be “invariably 
fatal,” Dr. Reich said. Some cases of recovery 
have been reported, but the diagnosis has 
usually been in doubt. 

Leukemia may have periods of remission in 
which the disease process temporarily dies 
down. His patient may be in a period of pro- 
longed remission, but Dr. Reich believes that 
she is completely recovered. 

He does not know why she recovered, but 
it is possible that some factor in the blood of 
one of the donors may have had a salutory 
effect. 

“Whatever the cause of her recovery,” Dr. 
Reich said, “the important lesson to be learned 
from this case is that there is hope even in 
such a dreadful disease as leukemia.” 


Continued on page 230a 
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Xylocaine Viscous provides quick-acting and pro- 
longed surface anesthesia for sore and painful 
throats, particularly those occurring after tonsillec- 
tomy and adenoidectomy. Its cherry-flavored, water- 
soluble vehicle spreads evenly and adheres intimately 
to the membranes. Nonirritating and nonsensitizing. 

: Dose: 1 teaspoonful, swished around in the mouth 
and then swallowed slowly. 


Write for additional information regarding other 
uses which include management of hiccup and reflex 
vomiting, as well as relief of discomfort associated 
with laryngoscopy, esophagoscopy, gastroscopy and 
the passage of esophageal and gastric tubes. 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 


XYLOCAINE’ VISCOU 


(brand of lidocaine") 


for better doctor-patient relationship 


U.S. PATENT NO. 2,441,498 MADEIN U.S.A. 
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: The Balanced Acne Therapy 


ELGY. ‘LABORATORIES 


MEW YORK 335. ¥, 


a 
logical 
combination 
for 
appetite suppression 


meprobamate plus d-amphetamine 


. . Suppresses appetite ... elevates mood 
... reduces tension ... without insomnia, 
overstimulation, or barbiturate hangover. 


Each coated tablet (pink) contains 400 mg.; ¢ 
Dosage: One tablet one-half to 


LEDERLE LABORATORIES 


A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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NEWS AND NOTES—Continued 


New Rehabilitation Center at Pennsylvania 

The George Morris Piersol Rehabilitation 
Center was dedicated recently at the Hospital 
of the University of Pennsylvania. Named for 
Dr. Piersol, Emeritus Professor of Physical 
Medicine and Rehabilitation at the School of 
Medicine, and former Dean of the Graduate 
School of Medicine, the $600,000 Center pro- 
vides the latest types of equipment and facili- 
ties for rehabilitation treatment. 

The new Center is unique among general 
hospital-associated rehabilitation facilities be- 
cause it is both a patient service, and a training 
unit with comprehensive training programs in 
physical therapy, occupational therapy, voca- 
tional counselling, social services, and psycho- 
logical testing, of physical handicapped persons. 

Patients treated at the Center include para- 
plegics, hemiplegics, arthritic patients, and 
patients suffering from other neurological dis- 
turbances. Since the establishment of a re- 
habilitation center program in 1954, in the 
old building unit of the new Piersol Center, 
529 patients have completed the rehabilitation 
program, and have been “graduated.” The 
new facilities will make it possible to double 
the number being treated although the in- 
patient capacity will remain at 20. The average 


Concluded on page 238a 


WHAT’S YOUR VERDICT? 
(Answer from page 63a) 


The Appellate Court affirmed the trial 
court’s decision, holding: “A conspiracy, in 
and of itself, does not give rise to a cause 
of action unless a civil wrong has been com- 
mitted resulting in damage. A doctor, who 
has no relationship with a person growing 
out of contract to examine or treat, has no 
duty to enter into an agreement to render 
services as a medical expert merely upon 
request.” 

Based on decision of 
DisTRICT COURT OF APPEAL 
OF CALIFORNIA 
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hypertensive 
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Singoserp: 


It spares them from the usual rauwolfia side effects 


FOR EXAMPLE: “A clinical study made of syrosingopine [Singoserp] therapy in 77 ambulant 
patients with essential hypertension demonstrated this agent to be effective in reducing 
hypertension, although the daily dosage required is higher than that of reserpine. Severe 
side-effects are infrequent, and this attribute of syrosingopine is its chief advantage over 
other Rauwolfia preparations. The drug appears useful in the management of patients with 
essential hypertension.”* 


*Herrmann, G. R., Vogelpohi, E. B., Hejtmancik, M. R., and Wright, J. C.: J.A.M.A. 169:1609 (April 4) 1959. 


(syrosingopine CIBA) 
First drug to try in new hypertensive patients 


First drug to add in hypertensive patients already on medication 


suppLiep: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. Samples available on request. 
Write to CIBA, Box 277, Summit, N. J. 


2)2007"8 Complete information available on request. 
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are the answer 

when your allergic patient is 
suffering with the old familiar signs: 
rhinorrhea, sneezing, lacrimation and 
irritated, inflamed and congested mu- 
cous membranes of the respiratory tract. 


When you prescribe 

POLARAMINE REPETABS (or 

any form of POLARAMINE), you can con- 
trol the discomfort of seasonal and non- 
seasonal allergies, allergic complications 
of respiratory illnesses, allergic derma- 


‘ 
Le 
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toses, and drug and serum reactions. POLARAMINE is the anti- 
histaminic which controls allergic reactions by effectively 
antagonizing the effects of histamine at therapeutic doses 
lower than those necessary with other available antihistamines. 

Histamine is present in those body areas exposed to contact 
with the external environment: the skin, the upper gastroin- 
testinal tract and the respiratory tree. For this very reason, if 
your patient develops a cold or illness with allergic complica- 
tions, his symptoms are particularly troublesome. When an 
antigen provokes an antibody response, histamine is released, 
and the familiar symptoms of allergy follow. However, 
POLARAMINE can effectively control allergic symptoms. 

POLARAMINE REPETABS (4 mg. and 6 mg. dosage forms for 
your patients’ convenience) and POLARAMINE Tablets (2 
mg.) are of unrivaled effectiveness and safety at doses lower 
than other antihistamines. Summarizing treatment of a recent 
group of 100 allergic patients, Babcock and Packard state 
that PoLARAMINE REPETABS were “especially effective in 
patients who presented sudden, acute allergy symptoms.” 
Remember, too, that PoLARAMINE Syrup (yes, it tastes good!) 
is very helpful in dealing with the young allergic patient or 
those preferring liquid medication. 


Dosage: REPETABS, 6 mg. and 4 mg.—One REPETAB in the 
morning and one REPeEtTas in the evening. Tablets, 2 mg.—one 
t.i.d. or q.i.d.; children under 12, one-half tablet t.i.d. or q.i.d. ; 
infants, one-quarter tablet t.i.d. or q.i.d. Syrup, 2 mg. per 5 cc. 
—Adiults, one teaspoonful t.i.d. or q.i.d.; children under 12, 
one-half teaspoonful t.i.d. or q.i.d.; infants, one-quarter tea- 
spoonful t.i.d. or q.i.d. 


Supply: POLARAMINE REPETABs, 6 mg., bottles of 100 and 
1000; 4 mg., bottles of 100 and 1000. Tablets, 2 mg., bottles of 
100 and 1000. Syrup, 2 mg. per 5 cc., 16 oz. bottles. 
1. Babcock, G., Jr., and Packard, L. A.: Clin. Med. 6:985 (June) 1959. 


SCHERING CORPORATION 


POLARAMINE® Maleate, brand of dexchlorpheniramine maleate. REPETABS,® Repeat Action Tablets. 
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The test—you might say the acid test—of an anticholinergic is simple: will 
it protect your patient from hyperacidity around the clock, even while he 
sleeps. The weakness of t.i.d. or q.i.d. preparations is well recognized; but 
even some “‘b.i.d.” encapsulations may be unreliable. McHardy, for instance, 
found a “widely variable duration of action, definitely less than that an- 
ticipated” in the “sustained,” “delayed,” and “gradual release” anticholiner- 
gics he studied.’ 


COMPARE THE DATA ON ENARAX...the new combination of an inherently 
long-acting anticholinergic (oxyphencyclimine) and Atarax, the non-secreto yy 
tranquilizer. Note the effectiveness of oxyphencyclimine: 


OBSERVE THE OXYPHENCYCLIMINE REPORTS... 


McHardy: “[Oxyphencyclimine] has proved to be an excellent sustained- 
action anticholinergic in our study of this agent over a period of 
eighteen months.” 

Kemp: “...for the majority of patients, one tablet every 12 hours pro- 
vided adequate control. This characteristic long action...may 
constitute an advantage of this drug as compared to coated 
‘long-acting’ preparations of other compounds.” 


Add Atarax to this 12-hour anticholinergic. The resulting combination — 
ENARAX— now gives relief from emotional stress, in addition to a reduction 
of spasm and acid. Atarax does not stimulate gastric secretion. No serious 
adverse clinical reaction has ever been documented with Atarax. 


LOOK AT THE RESULTS WITH ENARAX**: 
Does the medication you now prescribe assure you of all these benefits? 


If not, why not put your next patient with peptic ulcer or G.I. dysfunction 
on therapy that does. 


A SENTRY FOR THE G.I. TRACT 
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PROVIDE C CONTINUOUS CONTROL OF ACID | SECRETION? 


MIDNIGHT 


“Prolonged periods of achiorhydria” after 10 mg. oxyphencyclimine q. 12 h." 
MEAN GRAPH OF GASTRIC ACIDITY IN 4 PATIENTS RECEIVING 
COMPLETE THERAPEUTIC REGIMEN + 24-HOUR STUDY 


jue tincture of belladonna q.6 h. 
10 mg. oxyphencyclimine q.12 h. 


Bs 8 3 8 8 


FREE ACID, IN CLINICAL UNITS 


8 8 


aft 

=) 10 12 4 16 
Time, in hours 


Clinical Diagnosis: Peptic Ulcer — Gastritis — Gastro- 
enteritis —Colitis— Functional Bowel Syndrome —Duo- 
denitis—Hiatus Hernia (symptomatic)—Irritable Bowel 
Syndrome—Pylorospasm—Cardiospasm—Biliary Tract 
Dysfunctions—and Dysmenorrhea. 

Clinical Results: Effective in over 92% of cases. 


As for Safety: “Side reactions were uncommon, usu- 
ally no more than dryness of the mouth... .’ 


> 


Each ENARAX tablet contains: 


Hydroxyzine (ATARAX®) . oy 4 
Dosage: One-half to one wabees twice daily — aed 
the morning and before retiri +) The maintenance 
should be adjusted according to therapeutic response. 
Use with caution in patients with prostatic hypertrophy 
and with ophthalmological supervision only in glaucoma. 
Supplied: In bottles of 60 black-and-white scored tablets. 
References: 1. McHar ray, G., et al.: J. Louisiana M. Soc. 
pee 290 (Aug.) 1959. . Stel mann, F.: Study conducted 
it Cook County Hospital, Cc Hyay illinois, in press. 3. New York 17, 
Kemp, J. A.: Antibiotic Med. & Clin. Therapy 6:534 (Sept) lew Yor 
1959. 4. Leming, B. H., Jr.: Clin. Med. 6:423 (Mar.) 1959. Division, Chas. Pfizer & Co. 
5. Data in Roerig Medical Department files. Science for the World’s Welt-cing™ 
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COMPOUND 


BROADENS THE RANGE OF couGH/coLD THERAPY 


IN PALATABLE SYRUP FORM 


Each teaspoonful (5 cc.) contains: 
Dimethoxanate HCl... 25 mg. 


Isothipendyl HCl 
(“Theruhistin’’®) 


l-Phenylephrine HCl... 5 mg. 
Acetaminophen 100 mg. 
Ammonium chloride . . . 100 mg. 
Sodium citrate 

Chloroform 

Contains 10% alcohol 


Usual dosage: Adults—1 to 2 tea- 
spoonfuls (5 to 10 cc.). Children 
(2 to 8 years) —¥% to 1 teaspoonful. 
Three or four times daily. 


Supplied: No. 936— Bottles of 16 
fluidounces and 1 gallon. 


Also available 


“COTHERA” SYRUP 


Brand of Dimethoxanate hydrochloride 


CONTROLS THE COUGH... 


Effective antitussive (““Cothera’’) 


TO MODERATE THE COUGH PROMPTLY — SPECIFICALLY 


without sedation and respiratory depression 


Newest antihistamine (‘“Theruhistin” ) 


TO COUNTERACT HISTAMINE-INDUCED SYMPTOMS 


with full potency and virtually no sedation 


Systemic decongestant (/-phenylephrine HCl) 
TO RELIEVE SINUS AND NASAL BLOCKAGE 


by direct, sustained vasoconstricting effect 


Analgesic-antipyretic (acetaminophen) 


TO RELIEVE PAIN, FEVER, AND HEADACHE 
through potent but selective central action 


Expectorants (ammonium chloride, 
sodium citrate and chloroform) 


TO SOOTHE IRRITATED MUCOSA AND PROMOTE EXPECTORATION 
by demulcent, liquefying, and counterirritant properties 


Selectively — preserves the useful function of the cough Usual dosage: Same as for “Cothera” Compound. 
reflex. Safely—non-narcotic. No toxicity reported. Supplied: No. 934—25 mg. per 5 cc. (tsp.), 
Swiftly—acts within minutes... lasts for hours. Surely _ bottles of 16 fluidounces and 1 gallon. 
—preferred to dihydrocodeinone by 12 out of 15 patients.* —_*Kiein, B.: Antibiotic Med. 5:462 (July) 1958. 


Gyerot AYERST LABORATORIES New York 16, N. Y..* Montreal, Canada 
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150,000 PHYSICIANS 
THE WORLD OVER DEPEND ON 


CARDIOGRAPH CARDIOSCOPE 
DEFIBRILLATOR HEARTPACER 


ULTRASONICS DIATHERMY 
INFRARED ULTRAVIOLET 
GALVANIC UNITS. 
STROMUSCLE STIMULATORS 

VIBRABATH 


HYPAROTIN 


mumps immune globulin 
derived from adult venous blood 


Provides prophylaxis against mumps 
and its complications. Massive dosage 
may prevent orchitis if given as soon 
as possible after onset of mumps 
symptoms. 

Available in 1% cc. and 4% cc. vials. 


Polio IMMUNE GLOBULIN 


gamma globulin 


Modifies or prevents measles. 
Available in 2 cc. and 10 cc. vials. 


For further information see PDR page 664, 
Ask Your Cutter Man, or write to Dept.0-10C 
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CUTTER LABORATORIES, Berkeley, California 


derived from adult venous blood | 


NEWS AND NOTES—Concluded 


patient stay for inpatients is now 46 days. Dur- 
ing this time they learn to become useful, pro- 
ductive members of society. Good jobs are 
obtained for many patients through the 
Center’s vocational service. 

Features of the building include a modern, 
fully-equipped gymnasium for physical therapy, 
occupational therapy and recreation activities; 
a modern kitchen equipped for the preparation 
of inpatient meals and special diets; class 
rooms; offices, and improved housing facilities 
for patients. It also includes a unique con- 
trolled-climate chamber for studying the effects 
of temperature, barometric pressure, ioniza- 
tion, humidity, and other atmospheric phenom- 
ena on disease. 


Poliomyelitis and Rehabilitation Center 
of the University of Michigan Hospital 

Problems of returning severely disabled 
poliomyelitis patients to worthwhile living will 
continue to be studied during the coming year 
at the Poliomyelitis and Rehabilitation Center 
of the University of Michigan Hospital in Ann 
Arbor. The study will be supported by a 
$93,929 grant from the National Foundation. 

From the standpoint of patient care, the 
Ann Arbor Center had its busiest year in 1958. 
Operation had to be expanded to care for 
respiratory conditions in patients who were 
stricken during the worst poliomyelitis epi- 
demic in Detroit’s history. 

One of 16 poliomyelitis demonstration and 
evacuation centers supported by the National 
Foundation across the Nation, the Ann Arbor 
Center carries on a three-fold program: (1) 
giving comprehensive care to severely para- 
lyzed poliomyelitis patients, (2) teaching mod- 
ern rehabilitation techniques to medical per- 
sonnel, including physicians, nurses, physical 
therapists, medical social workers and others, 
and (3) conducting clinical research in polio- 
myelitis problems to improve procedures for 
restoring the handicapped to as nearly a 
normal life as possible. 
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SIMULTANEOUS IMMUNIZATION 


Poliomyelitis -Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 


' -IT's 
I'M DESIGNED 
DESIGNED HEARD OF WORKING at pad 
ESPECIALLY 2 ONA FO 
FOR TETRAVAX NEW DOCTORS’ 
DOCTOR S' ONE SHOT SMILE... OFFICES... 
OFFICES... —WHILE WHERE 


GETTING OBSOLETE TETRAVAX 
SHOTS ! "ara! IS USED... 


DIPHTHERIA AND TETANUS TOXOIDS WITH PERTUSSIS AND POLIOMYELITIS VACCINES 


now you can immunize against more diseases...with fewer injections 


Dose: 1 cc. 

Supplied: 9 cc. vials in clear plastic cartons. Pack- 
age circular and material in vial can be examined 
without damaging carton. Expiration date is 
on vial for checking even if carton is discarded. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


TETRAVAK 1S A TRADEMARK OF MERCK & CO,, ING, 


mQv MERCK SHARP & DOHME, pivision or merck & CO., INc., PHILADELPHIA 1, PA. 
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get into this HIGH-PROFIT business NOW! 


Low cash investment...no time 
away from your profession 


Proven opportunity! Hundreds of doctors, law- 
yers, professional men of all kinds are realiz- 
ing substantial profits from small cash outlay 
in self-service, coin-operated laundries 
equipped with Frigidaire Automatic Washers. 
Customers serve themselves. Vending machines 
take in money and keep it in strong boxes for 
collection. This profitable part-time business 
would require only several hours of your time 
each week. Frigidaire Division of General 
Motors has wide experience to help you; tips 
on where to locate, how to merchandise and 
how to serve customers most profitably. 


e Fast, efficient 1742-minute Frigidaire wash- 
ing cycle and best water extraction mean 
more customers per hour, per machine, than 
other washers. 


Liberal financing on all equipment and in- 
stallation usually available with very little 
cash required. 


Dependable, high-quality Frigidaire Auto- 
matic Washers, with famous 3-Ring Pump 
Agitator, require little servicing. 


FOR INFORMATION WITHOUT COST OR 
OBLIGATION WRITE: DEPARTMENT 4210, 
FRIGIDAIRE DIVISION, DAYTON 1, OHIO. 


FRIGIDAIRE 


PROOUCT OF GENERAL MOTORS 


logical 
prescription 
for 
overweight patients 


meprobamate plus d-amphetamine 


... depresses appetite ... elevates mood... eases 
ensions of dieting... without overstimulation, 
insomnia, or barbiturate hangover. 


anorectic-ataractic 


MEPROBAMATE WITH D-AMPHETAMINE SULFATE LEDERLE 


witote, mg. 


Bach cooted toblet (pink) contains mg, d-cmph 


LEDERLE LABORATORIES 


DIAGNOSIS, PLEASE 
(Answer from page 33a) 


RELAPSING PANCREATITIS 
Notice the areas of calcifications in the 
head and body of the pancreas with enlarge- 
ment of the head of the pancreas. 


WHO IS THIS DOCTOR? 
(Answer from page 87a) 


FRANCOIS RABELAIS 


MEDIQUIZ 
(Answers from page 93a) 


1 (B), 2 (B), 3 (A), 4 (C), 5 (E), 6 (A), 
7 (C), 8 (C), 9 (C), 10 (C), 11 (D). 


Classified 
Advertisements 


Advertisements under the headings listed are pub- 
lished without charge for those physicians whose 
names appear on the MEDICAL TIMES mailing 
list of selected general practitioners. To all others 
the rate is $7.00 per insertion for 30 words or 
less; additional words 15c each. 


WANTED FOR SALE 
Assistants Books 
Physicians Equipment 
Locations Practices 
Equipment MISCELLANEOUS 


CLASSIFIED ADVERTISING FORMS CLOSE 
15th of PRECEDING MONTH. If Box Number 
is desired all inquiries will be forwarded promptly. 
Classified Dept., MEDICAL TIMES, 1447 
Northern Boulevard, Manhasset, L. I., N. Y. 


GENERAL PRACTICE AVAILABLE 


MICHIGAN — GENERAL PRACTICE established 
25 years, thriving and expanding residential area with 
shortage of generalists; excellent open staff hospital 
facilities (2) within 3 miles. Modern well equipped 
office with complete files; reasonable rent; desirable 
location on main street with bus stop within 100 feet. 
Gross income over $32,000 each of last 5 years. 
Terms arranged; moving out of state. Write Box 
#M301, Medical Times, 1447 Northern Boulevard, 
Manhasset, New York. 
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in potentially-serious 


pediatric infections, 


Effective against more than 30 of 

the commonly encountered 
pathogens, including staph and strep, 
Panalba KM assures you of prompt 


control in potentially-serious Granules 
pediatric infections. Panalba KM with potassium metaphosphate (KM) 


makes a pleasant-tasting, readily your broad-spectrum 


accepted suspension. 


Formula: After reconstitution (with tap antibiotic 
water), each 5 cc. (teaspoonful) contains: 
Panmycin equivalent in action to 125 mg. of fi rst fl resort 
tetracycline hydrochloride, and 62.5 mg. 
of Albamycin (as novobiocin calcium), ‘ 
together with 100 mg. potassium meta- 
phosphate (KM). The suspension is *Trademark, Reg. U.S. Pat. Off. 


stable for one week at room temperature. Upjohn | 


Supplied: In 40 cc. and 60 cc. bottles. The Upjohn Company, Kalamazoo, Michigan 
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Covering the Times 


A... Ross, who painted the 
playful workmen on this month’s cover, also 
did the picture of M. M. Melicow, M.D., who 
appeared on the cover of the August 1959 
issue of your journal. Dr. Melicow, as you 
may remember, is an amateur artist of note. 

Recently we received a copy of a paper by 
Dr. Melicow that appeared in an issue of the 
Bulletin of The New York Academy of Medi- 
cine (Second Series, vol. 33, May 1957). 
Called “Inter-Relationships of Medicine and 
Art,” the article is of interest to all physicians 
who are also amateur painters. 

Dr. Melicow says “there are probably no 
two professions which on the surface are so 
unlike as Medicine and Art, but which on 
closer examination reveal many similarities and 
inter-relationships. Both are engrossed in the 
study of Man and his environment, and as we 
trace the development and rise of Medicine 
and Art throughout the ages we find areas of 
overlapping between the two disciplines. Many 
artists have depicted medical subjects and there 
have been many physicians who have engaged 
not only in the art of medicine but also in the 
arts of painting, sculpture and literature .. .” 


Leonardo da Vinci is an outstanding ex- 
ample of the artist with a strong interest in 
anatomy, and “Andreas Vesalius is perhaps 
the most notable example of the unity of artist 
and physician.” 

Dr. Melicow rapidly traces the development 
of art through the ages and shows how ad- 
vances in science affected the visual arts. Fol- 
lowing this interesting section, the doctor 
makes some meaningful observations on the 
position of the amateur artist, observations 
which should encourage any of you who have 
ever considered art as a hobby but have re- 
jected it because of its high and rigid standards. 

The amateur, says Dr. Melicow, “can let 
himself go. He is not subject to the stiffness 
and self-consciousness induced by unattainable 
goals. Because he need never apologize for his 
canvas, the amateur can do no wrong. 

“Finally, only an amateur can give tolerant 
approval to other amateurs, and completely 
unprejudiced appreciation to the masters’ and 
professional works of art. Knowing this, an 
amateur works in a kind of benign security 
from which no critic can dislocate him. . . The 
amateur is in a position not only to appreciate 
the works of the genius... but also to experi- 
ence every now and then a bit of the excite- 
ment of creation that Vesalius, Rembrandt and 
Cézanne must have felt.” 
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coming 


sublingual 


rgomar 


ergotamine tartrate tablets 


w faster than any oral tablet—faster than the 
time needed to obtain, prepare and give an 
injection, and get an effect. Tablets dissolve 
under the tongue within 30 seconds, effects 
start with the speed of circulation time, relief 
in the 90 per cent range is established within 
10 to 15 minutes. 


KEEPS MORE PATIENTS HEADACHE-FREE MORE EFFECTIVELY 


o time 


migraine 


STOPS THE ATTACK WITH 
“PARENTERAL” SPEED AND 
SUBLINGUAL CONVENIENCE 


@ the tiny sublingual tablets can be placed 
under the tongue any time, anywhere—no 
need for water, privacy, or sterile precautions. 
Supplied: Ergomar Sublingual Tablets,* 2 mg. ergot- 
amine tartrate per tablet, in specially designed dis- 
penser package of 12 tablets. For patient economy 


and convenience, we suggest prescribing 12 tablets. 
torand of specially processed ergotamine tartrate, patent pending 


ENN NORDSON PHARMACEUTICAL LABORATORIES, INC. * Irvington, New Jersey 
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Abbott Laboratories 


Erythrocin Oral Suspension ...... 112a 

Opposite page 143a 
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Allied Impex Corp. 
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Ames Co., Inc. 
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Astra Pharmaceutical Products, Inc. 
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Ayerst Laboratories 
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Stresscaps ... 54a 
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Nephenalin Pediatric 246a 
Lloyd Brothers Inc. 
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McNeil Laboratories, Inc. 

Butisol Sodium ... 152a 


Parafon, Parafon with Prednisolone 22ia 
Maltbie Laboratories, Division of 
Waliace & Tiernan, Inc. 
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Massengill Co., ‘The S. E. 

Homagenets _.. 202a 
Mead Johnson & Co. 
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Vi-Sol Vitamin Drops ..... 16Sa 
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Entozyme .. . 157a 
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Before application of White’s Vitamin A & D After application of White’s Vitamin A & D 
Ointment—Typical diaper rash with excoriation Ointment at every diaper change—Diaper rash 
of skin. has completely disappeared within one week. 


Heal and Prevent Diaper Rash with 
White’s Vitamin D Ointment 


Apply at Every Diaper Change 
HEALS * SOOTHES * PROTECTS 


also beneficial for— Pressure Sores, Varicose and Chronic Ulcers; Nipple 
Care (fissured nipple); Episiotomy and Circumcision Wounds; Eczema, 


Detergent Dermatitis; Minor Burns and Wounds and Skin Abrasions. 


Supplied in 1’ and 4 oz. tubes; 1 Ib. “nursery” jars and 5 lb. “ward” containers. 


WHITE LABORATORIES, INC. Aricté KENILWORTH, NEW JERSEY 
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...Meeds “air in a hurry,’ ... 


you can provide it with a single, convenient tablet of 
NEPHENALIN® PEDIATRIC. Placed under the tongue, 
NEPHENALIN PEDIATRIC releases isoproterenol HCl, 5 mg., 
potent epinephrine homologue, to open the airway with 
utmost speed. Swallowed, the small square red tablet gives 


the child sustained asthma relief with the well-known, 

reliable combination of theophylline (144 gr.), ephedrine 

(3A¢ gr.) and phenobarbital (1% gr.). NEPHENALIN PEDIATRIC 

is available for your prescription in bottles of 20 and 100 

tablets. Also available: NEPHENALIN (for adults). 

Tuos. LEEMING & Co., INc., NEW York 17, New York. | 


Nephenalin: 


PEDIATRIC 


+ 


phy g 
n each daily dose of three 
i 5 mg. purified hesper- 
Jersey 


ps by providing i 
tablets 45.0 mg. Progestoral” (ethisterone), 525.0 mg. vitamin C, 487. 
idin, 6.0 mg. vitamin K, 10.5 mg. vitamin E. Boxes 0 and 100. 
Organon Inc 
.H.S., et al, Scientific Exhibit, AM.A., Dec. 1-4, 1959, Dallas, 7 Orange, New Je 
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SUCCESS 


) 


..- rigidity, tremors, and contractures — all 
respond to the long, cumulative action of 
COGENTIN (a bedtime dose often controls 
symptoms for 24 hours'). COGENTIN also 
exerts “a highly selective action against... 
fixed facies, dysphonia, dysphagia, faulty 
posture, muscle cramps, and ‘freezing’ of 
the legs.”? Parkinsonism due to tranquilizer 
therapy “‘is easily alleviated by COGENTIN,’”* 
even after other drugs fail.‘ 


Dosage: Dosage must be individualized. In arteriosclerotic, 
idiopathic, or postencephalitic parkinsonism, the usual dos- 
age is 1 to 2 mg. daily, with a range of 0.5 to 6 mg. daily. 
In parkinsonism induced by phenothiazines or rauwolfia 
compounds, the recommended dosage is 1 to 4 mg. once or 
twice a day. 

Additional information on CoGENTIN is available to physi- 
cians on request. 

Now available: Injection CoGENTIN, 1 mg. per c¢., ampuls 
of 2 ec. Also available: Tablets CoGenTIN (quarterscored), 
2 mg., bottles of 100 and 1000. 

References: 1. A.M.A. Council on Drugs: New and Non- 
official Drugs 1959, Philadelphia, J. B. Lippincott Company, 
1959, p. 252. 2. Doshay, L. J.: J.A.M.A. 162:1081, 1956. 
8. Ayd, F. J.: Clin. Med. 6:387, 1959. 4. May, R. H.: Am. J. 
Psychiat. 116:360, 1959. 

COGENTIN is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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